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ASSIGNMENT FROM THE PRESIDENT 


Establishing the President’s Commission 


on the Health Needs of the Nation __ 


WHEREAS our Nation’s strength is directly dependent upon the health 
of its people; and 

Wuereas the needs of our military, defense-production, and civil-defense 
programs for an assured and adequate supply of personnel and services 
present special problems in the allocation of our health resources during 
this emergency period; and 

WHEREAS it is essential that at all times adequate provision be made 
to meet the health needs of the general public, including veterans; and 

WHEREAS an objective appraisal of the effect of actions taken to provide 
for immediate and emergency needs is essential at this time in order that 
we may continue to meet long-term requirements for ai and 
improving the health of the Nation: 

Now, THEREFORE, by virtue of the authority vested in me as President 
of the United States, it is ordered as follows: 

Section 1. There is hereby established a commission to be known, as 
the President’s Commission on the Health Needs of the Nation, which shall 
consist of a chairman and fourteen other members to be designated by. 

the President. 
Section 2: The Commission is authorized and directed:to. inquire into 
and study the following: 

(a) The current and prospective supply of ‘pliysiainae: dentists, 
nurses, hospital administrators, and allied professional.,workers; the 
adequacy of this supply in terms of the present demands for service; 
and the ability of educational institutions and other training facilities 
to provide such additional trained persons as aay be FoR I to. meet 
prospective requirements. 

(b) The present ability of local public health units to ea demands 
imposed by civil-defense requirements and by the needs of the general 
public during this mobilization period. 

(c) The problems created by the shift of taneail of roe to 
defense-production areas requiring the relocation of doctors and other 
professional personnel and the establishment of additional facilities, 
to meet health needs. 

(d) The degree to which existing and planned ‘nddical Waciieice. 
such as hospitals and clinics, meet present and prospective needs for 
such facilities. 
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(e) Current research activities in the field of health and the pro- 
grams needed to keep pace with new developments. 

(f) The effect upon the continued maintenance of a desirable stand- 
ard of civilian health of the actions taken to meet the long-range require- 
ments of military, civil-defense, veterans’ and other public service 
programs for medical personnel and facilities. 

(g) The adequacy of private and public programs designed to 
provide methods of financing medical care. 

(h) The extent of Federal, State, and local-government services 
in the health field, and the desirable level of expenditures for such 
purposes taking into consideration other financial obligations of 
government and the expenditures for health purposes from private 
sources, 

Section 3. The Commission shall present to the President in writing 
such interim reports and final report of its studies of the subjects designated 
in section 2 of this order, including its recommendations for governmental 
action, either legislative or administrative, as it shall deem appropriate. 

Section 4. In connection with its inquiries and studies, the Commission 
is authorized to hold such public hearings and to hear such witnesses as it 
may deem appropriate. 

Section 5. All executive departments and agencies of the Federal Gov- 
ernment are authorized and directed to cooperate with the Commission 
in its work and to furnish the Commission such information and assistance, 
not inconsistent with law, as it may require in the performance of its 
functions and duties; but this order shall not be construed as otherwise 
modifying the functions or responsibilities of any such department or 
agency. 

Section 6..The expenditures of the Commission shall be paid out of 
an allotment made by the President from the appropriation entitled “Emer- 
gency Fund for the President, National Defense” (Title III of the Inde- 
pendent Offices Appropriation Act, 1952, Public Law 137, 82d Congress, 
approved August 31, 1951). Such payments shall be made without regard 
to the provisions of (a) section 3681 of the Revised Statutes of the United 
States (31 U. S. C. 672), (b) section 9 of the act of March 4, 1909, 35 
Stat. 1027 (31 U.S. C. 673), and (c) such other laws as the President may 
hereafter specify. 

Section 7. The Commission shall cease to exist thirty days after rendi- 
tion of its final report to the President under section 3 of this order, or 
one year after the date of this order, whichever shall first occur. 


Harry S. TRUMAN. 
THE WHITE House, 
December 29, 1951. 
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FOREWORD 


The findings of the President’s Commission on the Health Needs 
of the Nation, which carried out its task in 1952, are reported in 
five volumes, of which this is the second. In this second volume 
attention is given to some of the varied and extensive data on which 
the Commission based the conclusions and recommendations re- 
ported in the first or summary volume. For reasons of conciseness, 
- much of this supporting material had to be omitted from the 
summary report. 

In the first volume of the Commission’s report the reader will find 
information on the terms of reference, the origin, purpose, method 
of operation, and guiding principles of the Commission. In it he 
will also find a discussion of the major findings as well as an account 
of the premises and reasoning which led to the recommendations. 
Such of these recommendations as apply to the particular section 
under discussion are for the sake of completeness repeated at the 
end of each chapter in the present volume. 

The contents of this second volume of the report are drawn largely 
from two sources. The first and preponderant portion of the mate- 
rial comes from the discussions at the 25 panel meetings and 7 joint 
panel meetings held in Washington by the Commission during the 
year. At these panel meetings experts on various phases of the 
health needs of the Nation presented views and evidence. The 
second source, also freely used, was the voluminous information, 
including references, collected during this same period by the 
technical staff of the Commission. 

For assistance in the preparation of this volume the Commission 
is particularly indebted to Dr. H. B. van Wesep. The subjects of the 
panels and the names and positions of the men and women on these 
panels are given in the section of acknowledgments. 

The Commission itself was composed of members selected from 
different segments of American life including health and other in- 
terests. This diversity of representation was carried even further 
in the selection of panel participants of whom there were more than 
300 in all. In these panels, subjects ranging all the way from en- 
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vironmental health to dentistry, from rehabilitation to prevention of 
disease, and from the health needs of migrant workers to the health 
needs of urban centers, all in turn came under scrutiny. More than 
2,000,000 words of testimony concerning needs was taken down, 
analyzed, and supplemented by correspondence. This was re- 
examined at joint panels covering a group of subjects until some 
degree of general agreement was reached as to the pertinent data 
on which the Commission was to deliberate in arriving at its 
summations. 

This second volume outlines the diversified picture of health needs, 
facilities, and resources presented at the panel meetings including . 
some of the important health needs related to special health problems 
and population groups. Even so, this second volume does not at- 
tempt to reproduce the voluminous documentation considered by the 
Commission. Additional data, particularly statistical materials on 
health needs and resources and evidence on financial aspects of 
health, as well as an account of the regional public hearings, will be 
found in volumes III, IV, and V of the Commission’s report. 


TABLE OF CONTENTS 


Assignment from the President ............ 


Members of the Commission.............. 


I. The American People and Their Health. 
RPGse Op niniOn: ore ee ne tee 
Health and Its Measurement...... 


II. Comprehensive Health Services... ... 
Promonogobdlealthe: 219.06: Jc. 
Prevention of Disease............ 
Diagnosis and Treatment......... 
PUGHADLUITATION Ys. BC ORNS a8. 


III. Special Health Problems............ 
Chromic. Wuoess. .ntealanes (ih He OE 
Mental liinéss."... o 2. v2. oe EE 
Dental Disease and Defects....... 
Environmental Health............ 
MCMUCUURT cree ett, Rae es 


IV. Health Problems of Certain Population 
CLOUDS 5 ecchbinsinbie-anter eas 
Mothers and Children............ 
Industrial \Workers «). 2... 6/6 J 4 2+. 

1 TS Fe ey eet ae 
Micratory, Workers 4452.4 - 4eict- - b- 

The Aging 606 pet, wace saath at 

The Armed Forces, . ... ..0y 00:45. 
Veterans and Other Federal Bene- 
TiCUOTVG He td eter bk ede 2 AY I hs i 


237124—53——_2 


Vii 


xii 


66 
66 
75 
80 
87 
89 
98 


104 


Page 
Va benithl ctsonnela Jenga cen fe na 114 
Phiveitignig Me mets oe eae eee 115 
Medical Education........... 123 
General Practice..........'..... 135 
po] gece FAL 221 105 1 gies aaa She 152 
Osteopathic Physicians........... 153 
Dentists and Auxiliary Dental 
44 CE gree: elena A, meee ee 156 
Professional Nurses and Auxiliary 
INOTSIND SW OLKELS. . a 3s mace > 164 
Paramedical Personnel............ 173 
Professional Education for Public 
dal 9 whe: fw 5 coe type tae dah dig sel SL 
Improved and Increased Health 
J ee ol Rani AR regrpeltamante Midi 183 
VI. Health Facilities and Services........ 192 
Laan Dei anes A) Hea eane ie 192 
Related Facilities................ 209 
Public Medical Care Programs.... . 212 
Public Health Services............ 215 
Health in the Civil Defense Pro- 
BATU ici ae Daxle Shas Lake hase latele, onige’ «5. 218 
Private Health Agencies......... 224 
VII. Utilization of Health Services........ 227 
VITIS Resdarch ot. -askaee Taig ae? sce. 234 
IX. Better Organization To Meet Health 
PN CRIOere as or cca see ine > 2 240 
CETTE C Cre hn as Mian 6 eae woh 241 
Regional Cooperation............ 246 
X. Financing Personal Health Services... 253 
Selected Bibliography.................... 260 
Acknowledements: 2 Foe. eho ee tlh 306 
ix 


vl 


~ 


10. 


ll. 


12. 


13. 


14, 


15. 


16. 


Li, 


. Percentage distribution of population, 


urban and rural, United States, 1900- 


. Population and percentage distribution by 


region, 1900, 1940, 1950, and 1960 
projected ... 22... atone 


. Selected population characteristics, United 


States and each region, 1950......... 


. Five leading defects among registrants 


physically examined, by disposition of 
men, Selective Service, November 


1940—December 1943............... 


. Ratio of observed to expected deaths for 


selected causes and age groups, United 
States and each region, 1949........ 


. General and allied special hospitals, and 


nonhospital institutional . facilities for 
the care of the chronically ill, 12 States, 
TQS] reins vs. 0 ok Bis tne ee 


. Injury rates in manufacturing plants by 


size of plant, 1949.7 ai... ays cee 


~ tired Jabor on farms an) ee 
. Five leading causes of death among per- 


sons 45 years of age and over, United 
States, 19407 7 se eee a oe eae 
Hospitals of the Veterans Administration 
by size, type, and capacity, November 
1952..44T -p 52/059! - aes ents: ee 
Public Health Service hospitals, by size, 
type, and capacity, fiscal year 1951... 
Bureau of Indian Affairs hospitals by size 
and capacity; 1992.5... 0) eee aaa 
Number of physicians (active and inac- 
tive) and number per 100,000 popula- 
tion, selected years, 1909-51......... 
Average weekly patient load of general 
physicians and specialists, western 
Pennsylvania; 1950 32 cas oe coats 
Negro population and Negro physicians, 
selected years, 1900-50, | age a 
Number of physicians, 1949 and 1950, 
estimated number, 1951-60......... 
Amount of scholarship funds available at 
publicly and privately supported medi- 
eal schools; 1951-52 ee 


TABLES 


Page 


10 


11 


44 


65 


87 


90 


106 


109 


111 


115 


119 
122 


122 


127 


18. 


19. 


20. 


21. 


22. 


23. 


24. 


29. 


26. 


7 ay 


28. 


29. 


30. 


31. 


32. 


33. 


34. 


35. 


36. 


Recapitulation of estimated funds avail- 
able to medical schools, 1952-53...... 
Sources of income of. 4-year medical 
schools, 19d0 7s ee toe ane ee ee 
Number of specialists and diplomates and 
percentage relationship, 1949......... 
Regional distribution of all physicians and 
full specialists in relation to population, 


Number of active dentists in the United 
States per 100,000 population, for 
selected years, 1900-O1 . Fest eld 

Number of active civilian dentists per 
100,000 population by region, 1949... 

Number of dentists (active and inactive), 
1949, estimated number 1950-60. .... 

Average cost (to the student) of dental 
education for 4 years, calculated as of 
APE 1992). p os.ndeies oe ee Pee 

Number of active graduate nurses per 
100,000 population, selected years, 
1900-5 Les io Ss oe re, 

Number of nursing workers in hospitals, 
by type of service, October 1951..... 

Number of new students in schools of 
nursing, 1947-51, and estimated num- 
ber, 1952-59 s.s.ciricineg 65 1 OD 2 

Employment of selected types of para- 
medical workers in hospitals, 1951... . 

Paramedical personnel employed by State 
and local health departments, and 
other State agencies, 1950-51........ 

Graduate students enrolled at approved 
schools of public health, 1950-51..... 

Physician requirements for direct care, 
1960, premise Avi... 8 soos eerie 

1960, 


Total physician requirements, 
Premise 4007. yin es a cel ee 
Total physician requirements, 1960, 
PLEMISG 5. .c 3 Pes ia ate ee 
Total physician requirements, 1960, 6 
DLEMUSES'. i /ncd nia eerere eee EA a ee 
Total dentist requirements, 1960, 6 


PLCINISES |. Rane os a a ae ee, eee 


Page 


131 


132 


156 
157 


160 


162 


164 


167 


172 


175 


1 


181 


184 


184 


185 


185 


186 


37. 
38. 
39. 
40. 
41. 


42. 


43. 


45. 


46, 


47, 


43, 


49, 


50. 


ol. 


Dentist requirements, 1960, premise 4... 
Dentist requirements, 1960, premise 5... 
Nurse requirements, 1960, 6 premises. . . 
Graduate nurse requirements, 1960, pre- 
MSE OG AM Ieee. FPS. EL 
Physicians, dentists and nurses, estimated 
supply and requirements, 1960......, 
Paramedical personnel in hospitals—cur- 
rent employment, job vacancies, and 
additional personnel needed in next 5 
Years, Penriaryo1 952. . iwi 4 ieee 
Budgeted, filled and vacant positions re- 
ported for paramedical personnel, 
State and local health departments, 
Ud wae hd rope eee Ot arene 


. Hospitals and hospital beds in the United 


states, by typer os lieiien ue. wide. 
Average daily census of hospitals in the 
United States, by type of hospital, 
Ia letintan,. dees. ¥ cart al. dav. S00. 
Ownership of hospitals and hospital beds 
in the United States, 1951.......... 
Utilization of general hospital beds, 1931— 
ERE LOAD a Sep lentes. VIG Saree: 


Total beds and existing acceptable beds, 
by type, as reported by the States, 
PUNE 1998 Viaahhilits:,. © avtwrny Peaals?: 32; 

Non-Federal hospital beds, by type, 1946- 


Non-Federal and Veterans Administra- 
Hen beset mri a. Phos 2... Tata ce A: 


Page 
186 
186 
188 
188 


189 


189 


190 


193 


193 
193 
194 


195 


195 
196 


196 


52. 


53. 


34. 


D0. 


56. 


of. 
538. 


60. 


61. 


62. 


Hospital beds required to meet the stand- 
ard of the Hospital Survey and Con- 
struction (Hill-Burton) Act, existing 
acceptable beds and additional beds 
needed, by region, June 1952........ 

General hospital beds required to meet 
the standard of the Hospital Survey 
and Construction (Hill-Burton) Act, 
existing acceptable beds and additional 
beds needed, by region, June 1952... . 

Percent of hospitals having specified serv- 
ices and facilities, by size of hospital, 
| WY RAE” ert ry Seen Oe ote 

Total hospital beds and new beds needed, 
BARN 9 ee. cast Bie eS oki 

Number of hospitals and hospital beds in 
the United States, 1873-1951. ....... 

Sources of income for general hospitals. . 

Public health centers required to meet 
the standard of the Hospital Survey 
and Construction (Hill-Burton) Act, 
existing acceptable centers and addi- 
tional centers needed, by region, June 


(SESE ve os Ieee AP a ai - emg hie a melas 


. Number of physicians’ services per per- 


son, all ages and age 65 and over..... 
Hospital utilization in States grouped by 
per caprigancome ns £iak tet ilee ns 
Number of hospital admissions and num- 
ber of days of hospital care per 1,000 
persons, all ages and age 65 and over. 
Number of services per 1,000 eligible 


members, selected prepayment plans. . 


Page 


197 


197 


198 
198 


201 
206 


209 
229 


230 


231 


232 


xi 















































' : . 
oth dd ivveagio abode 
“Oe rui@. ‘tat igo NA ot tos fon 

mask baie il ai: polio 
tod benotibive Bar wf FP akdetiqgavo: 
Ter C201 Aruel nae beshose Bai 
joo on beawuinven, Aba ned lavas.) Fe 
‘ foiincubh alt de Eehdage cil OF 
ft enouoll-lidh) notpaiaaad lites: 
; aiqu yea, gniteize 


Tin ining va haben alintl 
7 uth ala dinpared Ye sowven'l ite OS, 
. 0 anbtilive) bie eal 
z ri 
tehod yes. bute whol barigend laut ce 
; ’ tel brn fhe 
it fig aletiereend to isin’ oe 
"OT £781 etd’ Tenall aft ’ 6OGh Te 
eo Ib oniweteln.zaoOe . 7 > 
H NyaiPriy) Hist witdis'l (tte, 
hae LL alt. Yo) bynkusate odt 
tiiloriana?) bon 
dau geilate’s tel 
woke eretieey Ligetests : y 
oi ga Lor tee 
-- | “a | : vine 
vine lo weiatius © A # 
) sh ban esi Un nos sop hn’ ¥ 


7 ii mviinilife: bstige JE ay : chad Midd you ti 
} SLOT apap my . er tis “> Tory 
siniha i Naacat hs alten 7, 10) , eRe ee Sad 
Soke ted... alia 
) od bitin 4fye. He a cartog i ae et eee! | a 




















4 im] arell rare fee) vl detesd Sd" —~ ‘Sater? 
A agt % 

; ves nv apt 

| pal Yositeets endian aad 

ee 
= » os i 
“| hii somali 
nn at ave 4, ) = 
cr i OD i ee eS 
hing ae Cree Ff 5 +) eames 
: “ 5 _ se —/ 
Ds “5 : 5 : 
ye ree _ , ' : 
* eo wath 
4 _ , i nl y i] i, na i Om a ’ 
% “ -<@ i 4 ae vi 
s . =e » ’ : 

2; lw if ty 7 yew 

- AAT ; 

. — “4 * ' a _s Ly) 


- 7. 


x 
AD 
— 





10. 


Ly 


. Birth, Death, Marriage, and Net Immi- 


gration Rates, United States, 1900-50. 


. Population and Percentage Distribution, 


by Age, United States, 1900-50 and 
1960 Projected § soc tis uel cel .oboteline 


. Geographic Regions of the United States 


Used in Present Study............... 


. Death Rates for Diphtheria, Typhoid 


Fever, Appendicitis, and Tuberculosis, 
Death-Registration States, United States, 
LURE 2 SG age Str) ane eS ee 


. Death Rates per 1,000 Population, by Age 


and Sex, Death-Registration States, 
United States, 1900-49 hee ae 


. Percentage of Civilian, Noninstitutional 


Population, 14-64 Years of Age, With 
Disabling Illness or Condition Lasting 
1 Day or More and 3 Months or More, 
by Age and Sex, United States, Feb- 
ruary 1949 and September 1950 Surveys 
Wombmredaith mS) ou). Ges. Bile’ 


. Age Variation in the Proportion of Cases 


and of Days of Disabling Illness Among 
All Causes Classified as Acute and 
Chronic Disability, Eastern Health Dis- 
trict of Baltimore, 1938-43. .......... 


. Ratio of Annual Per Capita Volume of 


Disability in Low Income Group 


(Under $1,000) to That in Highest In- - 


come Group ($3,000 or More) by Diag- 
nosis, National Health Survey, 1935-36 


. First Admission Rates for Selected Diag- 


noses, by Age, to State Hospitals for 
Mental Disease, 1949..............: 
Death Rates for All Accidents and for 
Motor-Vehicle and Other Accidents, 
Death-Registration States, United States, 


The Five Most Frequent Causes of All 
Accidents and of Disabling Accidents 
in Specified Age Groups Among White 
Families, Eastern Health District of 
Baltimore .,1938-43. 9s vac o% Kwa Doan! 


CHARTS 


Page 


2 


10 


38 


40 


49 


63 


64. 


12 


13. 


14. 


15. 


16. 


Be 
18. 


19, 


20. 


2. 


22. 


23. 


24. 


Percent of Births Unattended by Phy- 
sician, and Infant and Maternal Mor- 
tality Rates for States Grouped by Per 
Capita Income, United States, 1949... 

Average Annual Infant and Maternal 
Mortality Rates for Metropolitan, 
Adjacent, and Isolated Counties, United 
Statesh1946-49):% Beret. Sas 

Percentage of Civilian, Noninstitutional 
Population, 14-64 Years of Age, With a 
Disabling Illness or Condition, by Age 
and Sex, for Certain Employment 
Status Categories, February 1949 and 
September 1950 Surveys Combined. ... 

Age-Adjusted Death Rates for Gainfully 
Occupied Males, 15-64 Years of Age, 
by Occupational Group, 10 Selected 
States LOO tess Mette teal Eiboe cual 

Population and Percentage Distribution, 
Urban and Rural, United States, 1850- 


Areas Using Migratory Farm Workers. . . 
Annual Frequency and Days of Disability 
From Illness Disabling for Seven Con- 
secutive Days or More, All Ages and 65 
Years and Over, National Health 
Survey, 1935-36, and Eastern Health 
District of Baltimore, 1938-43. ....... 
Numbers of Active Physicians, Dentists, 
Nurses, and Practical Nurses and Mid- 
- wives in the United States, 1900-50. ... 
Fields of Service of Active Physicians, 
Ve beac ae ule lege pelea os Meier encanta 
Number of Physicians and of Physician- 
SYD ae Ty PO Ad See ER 
Physician-Population Ratio for Each 
PL COLON ALG 2 LAG 35 ii aiege. egw scone «setey it 
Physician-Population Ratios for Each 
State e041) see tril. dielens he Gey Re 
Number of Physicians per 100,000 Popu- 
lation, by Region and Degree of Urban- 
ations O40) 218.4: POR as waiters 


Page 


67 


69 


76 


77 


81 
88 


90 


114 


115 


116 


116 


117 


29. 
30. 


31. 


33. 


34. 
38. 


36. 
37. 
38. 
39. 
0 


Al. 


Xiv 


. Percentage Distribution of Independent 


Physicians in Practice 65 Years of Age 
and Over, by Community Size, 1949... 


. Average Patient Load of General Physi- 


cians, Selected Studies, 1942-51...... 


. Average Hours of Service of Physicians 


per Week, by Age and by Specialty, 
1949.8 3.20, Se. oe ce 


. Average Hours of Service of Physicians 


per Week, by Size of Community, 1949. 
Average Net Income of Physicians, by 
Age and by Type of Practice, 1949... 
Medical Schools of the United States, 


Hours per Year Given to Medical-School 
Service (Teaching, Research, Admin- 
istration) by Faculty Members, 1951. . 


. Number of Faculty Members (Full-Time 


Equivalents) Engaged in ‘Teaching, 
Research, and Administration in Med- 
ical Schools, 195 }er es is costs reae 
Number of Graduates of Engineering 
Schools and Medical Schools, Number 
of Science Ph. D.’s and Bachelor’s 
Degrees Granted and Population 21-24 
Years Old, 1920-503.. > 7 oii oe 
Enrollment of State Residents in Med- 
ical School per 100,000 Population, 
Ages 20-24, 190T re tay 3 cee 
Proportion of Each Year’s Graduates of 
Medical Schools Serving in Hospital 
Internships and Residencies, 1952... . 
Types. of Diagnostic Problems Seen by 
the 'General Physician... ..... LL avitau 
Diagnostic Responsibilities of the Quali- 
fied General Physician... . 22.006... 
Therapeutic Responsibilities of the Quali- 
fied General Physician....:......:.. 
Number of Specialists by Field of Spe- 
cialty for Selected Years, 1923-49. ... 
Percentage Distribution of Independent 
Physicians by Degree of Specialization 
and Community Size, 1949.......... 
Dentist-Population Ratio for Each Re- 
gion, 1920-50 7 Aer. 2 ees Bee 


Page 


118 


119 


120 


120 


12] 


124 


125 


125 


126 


127 


128 


143 


148 


148 


153 


155 


157 


42. 


43. 


44. 


45. 


46. 
AT. 


48. 


49, 


30. 


ol. 


o2. 


o3. 


54, 


50. 


56. 


a7. 
58. 


59. 


60. 


Number of Patients Seen per Week by 
Dentists, by Age Group, 1950........ 
Number of Patients Seen per Week by 
Dentists, by Number of Assistants, 


Number of Patients Seen per Year by 
Dentists, by Size of Community, 1949. 
Average Net Income of Dentists in Inde- 
pendent and Private Practice by Size 
of Community, 1948................ 
Dental Schools of the United States, 1951. 
Number of Faculty Members of Dental 
Schools, 1951..-.<:°5 <<... « POV OE 
Age of Faculty Members of Medical and 
Dental Schools, 1951.......2........ 
Proportion of Graduates of Nursing 
Schools Who Are Alive, and Who Are 
Active in the Profession, by Years 
Since Graduation, 1951.2... 00000. 
Fields of Service of Graduate Nurses, 
TOL ore oss vs giettina a ples xh oa eee 


Fields of Service of Graduate Nurses, 


Nurse-Population Ratio for Each Region, 
1211S) EO oe RR we TEN 
Number of Schools of Nursing and Stu- 
dents, 190075 1.5 1c5sic0 nee ChOT aye 
Student Nurses Enrolled in Diploma and 
Degree Programs on January 1, 
TE eee eee er Sees Ey 
Enrollment in Schools of Nursing in Rela- 
tion to Population.................. 
Numbers of Certain Paramedical Groups, 
1920-5005. ntieah act. Ismet -o, obf 
Hospital Beds in the United States, 1952. 
Percent of Families or Persons With No 
Physicians’ Care by Income Group— 
Selettéd: Surveys “/ieer! eee eee 
Number of Physicians’ Visits per Person 
by Place of Residence—Selected Sur- 


Hospital Utilization by Residence and 
Race—Selected Surveys.) 0.3.00.) .: 


Page 


158 


158 


159 


159 
161 


162 


162 


164 


165 


165 


166 


168 


169 


170 


174 
194 


229 


230 


THE AMERICAN PEOPLE AND THEIR HEALTH 


OUR POPULATION 


The United States is today one of the most rapidly 
growing of the western nations. Our expanding sci- 
entific knowledge and its application have led to a vastly 
increased productivity with a steady rise in the stand- 
ard of living, and a greater amount of leisure time 
available to the individual. This industrial develop- 
ment has also changed the patterns of employment, 
with shifts from unskilled to semiskilled and skilled 
workers, a decline in the proportion of farmers, and a 
rise in the proportion of service workers. These fac- 
tors have helped to stimulate one of the most basic and 
significant changes affecting the population—the sharp 
increase in the number of years which young people 
spend in school. 

These and other facts about the population are so 
important, and so fundamental to an understanding of 
our health problems and the ways to their solution, that 
we must consider them before approaching the matter 
of health resources and the health needs of the country. 


Growth 


The population of the continental United States 
doubled during the last 50 years. It increased from 
76 million in 1900 to 151 million in 1950 By 1960, 
the population is expected to reach 171 million and by 
1975, 193 million. 

During the decade 1940-50, the annual population 
increase was 1.4 percent, or twice that of the depression 
thirties. Forecasts of future population indicate an 
annual growth of 1.3 percent for the present decade and 
0.9 percent for the following 15 years. 

Our population at any moment is determined by the 
birth rate, death rate, and net migration. Knowledge 
of the past trends of these phenomena are important 
in order to have an understanding of the growth and 
composition of the population. National vital statistics 
of the United States have developed slowly, and it was 
not until 1933 that all States were included in national 
figures. 

The birth rate declined from a rate of 30 per 1,000 
population prior to 1915, to a rate of less than 19 during 


the depression years of the 1930’s. This decline in 
the crude birth rate reflected the declining fertility of 
the population which accompanied the increasing 
urbanization of the Nation and the sudden diminution 
in the immigration of foreign-born groups with high 
fertility rates. 

With the return of prosperity coincident with in- 
creased production for defense at the onset of World 
War II, the early trend of declining birth rates was 
sharply reversed. The birth rates continued to rise 
during World War II and these rates have been ex- 
ceeded by those of the post-War and later years. For 
the last 4 years, the rate has averaged around 25 per 
thousand population or 314 to 4 million births a year. 
While the birth rate may not continue at this level, 
there will be a relatively high proportion of children 
in the population for some years to come. 

The drop in the crude death rate has also been a 
factor in the growth of the population. It dropped 
from 17.2 per 1,000 population in 1900 to 9.6 in 
1950. Immigration, the third element of population 
growth, played a significant role in the growth of the 
population during the years prior to World War I. 
Since the early twenties, with the adoption of the quota 
basis for immigration, its role has been less important. 
In the years 1931-35, emigration actually exceeded 
immigration by a total of 103,000 persons, and for the 
period 1946-50 net immigration averaged 150,000 
persons a year. 

These factors have not only determined the growth 
of the country’s population as a whole, but have caused 
changes in its composition, especially in its age distribu- 
tion. As a result of the long-time decline in the birth 
rate (before World War II), the virtual cessation of 
immigration, and declining mortality, our population 
has grown “older”. In 1900, only 18 percent of the 
population was 45 years of age or over. By 1950, 28 
percent of the population was in this age group. 
Similarly, in 1900, people 65 years and over constituted 
only 4 percent of the population, today they make up 8 
percent of the total, and by 1960 will probably repre- 
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Figure 1.—Birth, Death, Marriage, and Net Immigration Rates, United States, 1900—51 


sent 9 percent. Also, during the period of declining 
birth rates, the proportion of children in the population 
declined. In 1900, children under 15 years of age 
represented more than a third of the population; in 
1940 about a quarter. The high birth rates of the last 
decade, however, have brought about a sharp increase 
in our child population that has greatly overtaxed the 
facilities and services for this group. 


Mobility of the Population 


Americans are always on the move. During the 
course of a single year approximately one-fifth of 
the people of the United States change their residence. 
Four to 5 million people move from one State to another 
in the course of a year. Another 4 to 5 million move 
from one county to another within a given State. 

Historically, the main streams of migration have been 
from the east to the west and from the south to the 
north. The westward movement was particularly 
marked during the decade 1940-50. The geographic 
center of population, for example, moved approxi- 
mately 42 miles further west during this period. For 
several decades previously, the westward movement of 


De 


the center of population had been less than 10 miles 
per decade. 

Another of the outstanding changes during the past 
50 years has been the shift of our people from the farm 
to the city. At the beginning of the century, 60 per- 
cent of the people lived in rural areas, mostly on farms. 
By 1950, this distribution was reversed. Under a 
somewhat broadened definition of urban which includes 


Table 1.—Percentage distribution of population, urban 
and rural, United States, 1900-50 
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1 Data not available. 
2 Old urban definition. 
3’ New urban definition. 


Source: Basic data from Bureau of the Census, 


unincorporated places over 2,500 and the concentrated 
population in areas adjacent to cities, the 1950 popula- 
tion was distributed as follows: urban, 64 percent; 
total rural, 36 percent; rural nonfarm, 21 percent; and 
rural farm, 15 percent. 


Geographic Distribution 


For the purpose of this report, the States of conti- 
nental United States are grouped into eight regions. 
These are based in part on those proposed by Odum 
and in part on the traditional regions of the Bureau of 
the Census. The eight regions are designated New 
England, Central Atlantic, Southeast, Southwest, East 
North Central, West North Central, Rocky Mountain 
and Far West. 

Nearly one-quarter of the population lives in the Cen- 
tral Atlantic region including the States of New York, 
New Jersey, Pennsylvania, West Virginia, Delaware, 
Maryland and the District of Columbia. The States 
of the Southeast contain a little more than one-fifth 
of the population, while another fifth live in the East 


Our Population Is Growing Older 
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North Central region. In the three regions of the west, 
Southwest, Rocky Mountain and the Far West, reside a 
little more than a sixth of the population. The propor- 
tion of the total population residing in each region ex- 
cept for these latter three regions of the west have 
shown slight decreases over the last 50 years. This 
trend will probably continue. By 1960, the propor- 
tion of the total population residing in the western re- 
gions will constitute at least 21 percent of the population 
of the country and probably a higher proportion. 

The decennial increase in the population for each 
region as well as for each State has varied for each 
decade. Since 1900, the Far West has shown an in- 
crease averaging nearly 50 percent for each decade and 
nearly fivefold for the whole period of 50 years. The 
Southwest has been the next fastest growing region and 
the Rocky Mountain region third in order. The slow- 


est growing region was the West North Central showing 
an increase of only 36 percent during the first half of 
this century and only 4 percent for the last decade. The 
smallest increase for nearly every region was during 


the 1930’s. 
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Figure 2.—Population and Percentage Distribution, by Age, United States, 1900-50 and 1960 Projected. 
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Figure 3.—Geographic Regions of the United States Used in Present Study. 


The fastest growth in each region except the East 
North Central was during the first decade of the cen- 
tury. 

The population change by States has varied from a 
slight loss in some States in certain decades to an in- 
crease of over 50 percent in a decade in other States. 
California showed the greatest increase, over sixfold 
since the beginning of the century with an increase of 
53 percent during the last 10 years. Next to Cali- 
fornia in rate of growth during 1940-50, was Arizona, 
with 50 percent and then Florida, with 46 percent. 
Oklahoma, North Dakota, Arkansas, and Mississippi 
actually lost population during the decade 1940-50. 


Population Characteristics 


We have so far described the distribution of the 
people geographically. Health facilities and personnel 
must be within the reach of all. As will be shown later, 
these are found less often in rural areas than in urban. 
The States and regions with greater proportions of 
children, nonwhite population, less education, and less 
income are also those with larger proportions of rural 
population. The details will be found in the tables in 
volume ITI. 
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The Southeast region has the lowest proportion of 
urban population and the highest proportion of rural 
farm population. This region is also the area with the 
highest proportion of children, 31.2 percent; the highest 
percentage of nonwhite, 26.2 percent; the largest house- 
holds and families, 3.7 persons per household, and 3.9 
persons per family. The median years of education 
for persons 25 years and over in this region is 8.3 
years. Nearly one quarter of its employed population 
is in agriculture, forestry, or fisheries. Fifty percent of 
its families have an annual income of less than $2,000 
per annum. 

For the other regions, there are distinct patterns for 
these characteristics. It will: be found that the health 
needs and the ability of each region to provide adequate 
facilities and health personnel are in part determined 
by some of these characteristics. 


Education and Industrialization 


Education in a democratic society provides the basic 
understanding on which equal liberty and equal oppor- 
tunity can be secured and from which our sense of 
social responsibility arises. Compared to most coun- 
tries of the world, the United States enjoys a high level 
of literacy. In 1950, one-half of the persons 25 years 


of age or over had completed 9 years of school. This 
index of education shows considerable variation by re- 
gions, among the several States and among different 
population groups. While the average white adult 
living in a city had completed 11 years of school, the 
Negro adult living on a farm had completed only the 
fifth grade. 

The industrialization of our society, with its wide- 
spread substitution of machine for physical labor, has 
caused profound changes in occupational patterns. The 


proportions of the population engaged in farming and 
unskilled labor have decreased. Although the propor- 
tion of highly skilled workers and craftsmen has re- 
mained fairly constant, semiskilled workers have in- 
creased with the expansion of labor-saving machines 
in manufacture. Greater production of consumer 
goods, development of new industries and great expan- 
sion of service industries have all helped to absorb the 
workers dislocated by machines. By 1950, only 13 
percent of the employed population were engaged in 


Table 2.—Population and percentage distribution by region, 1900, 1940, 1950 and 1960 projected 
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Table 3.—Selected population characteristics, United States and each region, 1950 
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farming, while 34 percent were in manufacturing, 
mining, and construction, and 53 percent in service 
industries. 

In the future, as even more efficient machines are 
used for production, an expansion of personal service 
occupations, including health services, can furnish em- 


ployment opportunities for those workers displaced by 
machines. This evolution will require training and 
retraining. At the same time, the educational level of 
our population is advancing. The median years of 
schooling of persons 25 years and over in 1940 was 8.6 


years and by 1950, it had risen to 9.3 years. 


Health and Its Measurement 


Neither health nor ill health can be precisely defined. 
Health is a spectrum which runs from perfect health, 
however defined, at one end, through varying degrees of 
ill health to serious illness resulting in death at the 
opposite end of the spectrum. 

Health connotes not only the absence of manifest dis- 
ease, but also the absence of nonmanifest and undiag- 
nosed disease or impairment. A perfectly healthy per- 
son is one totally adjusted to himself and his environ- 
ment. It is obvious that with health so intangible, 
measures of health are extremely difficult to devise, and 
we are forced to use indices based on illness, impair- 
ment, or even death. 


Death Rates 


Practically all health studies rely heavily on death 
rates as a measure of health deficiencies. However, 
since death is inevitable, it is only premature death 
which can be considered a measure of the failure of 
health. We all recall the Biblical “three score and ten 
years” allotted as man’s life span. What the biological 
span of life for man is, we do not know. The advances 
of medical science and related fields have been so great 
that we are almost at the point where any death not 
due to senility or old age might be considered un- 
necessary. 

Actually, there is no single satisfactory index of the 
health status of a community. In the past, the infant 
mortality was used as a measure of the general health 
because it reflected poor environmental conditions. It 
was considered a most sensitive index of the health con- 
ditions of the community since the deaths of babies at 
that time were largely due to adverse environment and 
absence of any organized public health effort. Today 
in most instances it has lost much of its value as a 
general measure. 

Age-specific death rates by race and sex are the most 
useful measures of differentials in the occurrence of 
premature death among men and women of both racial 
groups. Such data are also valuable because of their 
general availability. In Massachusetts, such death 
rates go back for more than 100 years. For many 
other States there are long series of vital statistics. 
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For the total United States, however, all States have 
been included in the national figures only since 1933. 

Another measure, life expectancy, is usually com- 
puted from the age-specific mortality rates for a partic- 
ular year or group of years and area. By the nature 
of the calculation, it assumes that the mortality rates 
for that period will continue for the lifetime of the popu- 
lation. Actually, the death rates at most ages are 
undergoing change continuously, usually declining. 
While the average length of life or life expectancy at 
birth does summarize current conditions, it cannot be 
considered a prediction of the mortality experience 
which lies ahead and which in fact will determine 
actually the length of future lifetime of each of us. 
Although often misinterpreted, this measure is fre- 
quently used to summarize the present health conditions 
of an area. 


Morbidity 


Most illness, of course, does not result in death. 
Disability from disease and injuries represents another 
tremendous impact of illness on society, but one which 
is hard to measure because of the lack of data. 

Our knowledge of communicable disease is most 
adequate because these diseases are legally reportable 
to the statutory authorities. Their reporting has been 
an important aid to health officials in controlling some 
diseases. A few noncommunicable diseases are re- 
portable in some places, for example, certain occupa- 
tional diseases and cancer. Only for certain notifi- 
able diseases, however, do we have current incidence 
rates for the general population and often these are 
understated because of incomplete reporting. 

Today, chronic illness and disability present our 
greatest health challenge because of their prevalence 
and because they reduce the productivity, earning 
power and living standards, as well as the happiness 
of individuals. Since, however, they are usually ob- 
scure in origin, slow in development, and often unrec- 
ognized in their early stages, knowledge about them 
has been obtained slowly and incompletely. We have 
not yet developed a regular system of securing current 
information on the chronic diseases. 


We Are Improving Our Control of Many Diseases 


some through immunization 


Deaths per 100,000 population 


some through better surgical care and the 
development of antibiotics 
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Source: Based on Data From the National Office of Vital Statistics. 
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some through better sanitation 
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Figure 4.—Death Rates for Diphtheria, Typhoid Fever, Appendicitis, and Tuberculosis, Death-Registration States, United States, 1900-49. 


The most extensive attempt to secure data on illness 
for the general population was the National Health 
Survey of 1935-36. Confined largely to 2,500,000 
persons in 83 cities, this survey provided information 
on the prevalence of disease and impairment, on their 
distribution by age, sex, income, and occupation, and 
on the severity of disability in such terms as time lost 
from work, and days in hospital. 

Few other studies have been undertaken that give 
data on general morbidity in terms of the general popu- 
lation. One of the more recent is the Baltimore Eastern 
Health District Morbidity Study of 1938-43, This 
study reported the morbidity experience of a popula- 
tion sample living in 55 blocks of the health district 
over a period of 5 years, 1938-43. Special considera- 
tion was given to the occurrence of chronic diseases 
and their relation to the family and the community. 

Several other studies are under way for which the 
results are not as yet available, but in all cases, they are 
limited to one geographical area. Certain morbidity 
questions have been included in several of the Census 
Bureau’s Current Population Surveys (CPS). These 
are Nation-wide surveys of the labor force and only a 


few simple questions on health can be included. There 
is need of current information on illness, disability, and 
injury with Nation-wide coverage and proposals for 
such have been made. 

The many other sources of data on sickness are gen- 
erally limited to special groups of the population and 
are often defective because information on the char- 
acteristics of the population is not available. 


Changes in Health Status 


Available indices of health, even with their limita- 
tions, show dramatically the improvments that have 
taken place in the prevention of premature death and 
in the incidence of certain diseases. 

The greatest gain has been the tremendous reduction 
in infectious diseases. The death rate from tuber- 
culosis (per 100,000 population) has dropped in this 
last half century from 194 to 27. The rate for 
diphtheria fell from 40 to less than 1, for influenza and 
pneumonia, from 202 to 34. Typhoid, whooping 
cough, measles, diarrhea, and other infectious diseases 
have declined sharply as health problems. 

The death rate from all infectious diseases combined, 
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Death Rates Have Fallen at Every Age, Faster Among Young People, Less Rapidly Among 
Older Persons 
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Note: Death Rates Plotted on Logarithmic Scale So That Slope of Curve Indicates Rate of Change. Rates for 1900 and 1949 Are Designated for Each Curve. 
Source: Based on Data From National Office of Vital Statistics. 


Figure 5.—Death Rates per 1,000 Population, by Age and Sex, Death-Registration States, United States, 1900—49 


dropped from 676 per 100,000 population in 1900 to 
79 in 1949, a decrease to about one-tenth of their 
former toll. This improvement reflects many factors— 
increase in the standard of living, sanitary control of 
the environment, widespread immunization, better 
medical care, and the expansion of local health services. 
The specific contribution of each factor is hard to iso- 
late but the over-all progress reflects the work of physi- 
cians, public health personnel, and laymen alike. In 
many areas of the country, however, the rates for many 
of these diseases remain relatively high; Southeastern 
and Southwestern States, for example, in general have 
significantly higher rates than the national average. 


Better Infant Health 


Tremendous progress against premature death has 
been made in saving of lives of mothers and children. 
Maternal death rates have declined from 61 per 10,000 
live births in 1915 to 9 in 1949. Infant mortality 
during the same period decreased from 100 per 1,000 
live births to 31. 

Perhaps a more sensitive measure of a program for 
the health care of mothers and young children is the 
neonatal death rate (deaths under 28 days per 1,000 
live births). It has not decreased as rapidly as the 
total infant mortality rate, having decreased only from 
44 per 1,000 live births in 1915 to 21 in 1949. 

Many agencies have contributed to this improve- 
ment in maternal and child health. Better obstetrics, 
higher proportions of births in hospitals, increase in 
antenatal care of pregnant women, improved milk 
supplies, well-baby clinics, increase in pediatric care, 
and a greater use of public health nurses, have been 
contributing factors as well as the improved standards 
of housing and living conditions. Particularly note- 
worthy has been the work of special committees of 
State and local medical societies in investigation of all 
maternal deaths. One cannot ignore the fact that 
American people are better informed on child care and 
more receptive to the health supervision of prospective 
mothers and infants. There are, however, exceptions 
to this general statement. 


Improved Health at Other Ages 


Advances in medical science have improved health 
at other ages and have especially effected the postpone- 
ment of death. With the introduction of insulin the 
death rate for diabetes, for example, has decreased for 
persons under 45 years. Better surgical diagnosis and 
techniques, and control of unnecessary surgery have 
also had an effect of promoting the welfare of patients. 


Since the introduction of sulfa drugs in 1936, followed 
by the antibiotics in the 40’s, the death rate for many 
surgical conditions has dropped. The death rate for 
appendicitis, for example, decreased from 12.9 in 1936 
to 2.7 per 100,000 population in 1949. 

Varying changes have taken place in the age-specific 
death rates during the last half century. Death rates 
for children and young people have fallen most of all, 
83 percent. For persons 25-44 years of age, the reduc- 
tion has been 69 percent; persons 45-64, 33 percent; 
and for those 65 years and over, only 20 percent. The 
death rates for men have not decreased as rapidly as 
those for women. The death rate for men from 45 to 
64 years of age has changed comparatively little over 
the last 20 years, while the death rate for women of the 
same age has declined nearly one-third. 

The oft-quoted increase in the expectation of life at 
birth from 47 years in 1900 to 68 in 1949 is the result 
particularly of lower death rates among infants and 
young persons, and among women. ‘There has been 
less gain in the average remaining years of life at adult 
ages. 

As the population lives longer, there are a larger 
number of premature deaths from causes which 
develop over a period of years, and which undoubtedly 
are affected by the living habits of adults. The crude 
death rates for cancer and for the large group of car- 
diovascular-renal diseases have risen. While much of 
the increase may be attributed to better diagnosis and 
to the “aging” of our population, these changes in mor- 
tality mean that medicine and public health must shift 
their emphasis, both in practice and in research, from 
diseases of the young to diseases of the aging. 


Present Health Status 


The American people have been appalled by the high 
number of rejectees among young men called for mili- 
tary service in World Wars I and II, and the present 
Korean episode. The superior medical service and 
low death rates for which the United States is noted 
would lead one to expect fewer rejectees regardless of 
the standards required by the military. A recent study 
of draftees examined between July 1950 and June 1951, 
showed that 15 percent had been rejected for medical 
reasons only. (This figure is not so high as during 
World War II, because standards have been lowered.) 

Probably a better criterion of physical status than 
rejection rates is the prevalence of defects, and 
especially of specific defects. The prevalence rates 
based on Selective Service data are likely to be affected 
by differences in examining techniques of physicians 


9 


Table 4.—Five leading defects among registrants phys- 
ically examined, by disposition of men, Selective Serv- 
ice, November 1940-December 1943 





Defects 
Group and defect tis 
examined 
Total registrants examined: 

\ {cy ae een a. he 4 eee 119. 6 
PRC EI ee ree ee ee re ne CLG 
Peete 2.20 1c 279097 Abie Seer 90. 1 
Musculoskeletali 3 35 ao = os See ee ee 87. 8 
Cardiovastulari= -- eee eee eee dent: 

Registrants acceptable for general military 

service: 

BL AES rs yl cape tg aig a he ht te we ot 100. 3 
Heetinvrck 2540 teb sts dteah SREP Se aps 86. 2 
Nao ee ee ep open ie Sly. | merge se eee 75. 4 
Musculoskeletal tien: (ocean ee 43. 3 
Genitalises on} her deeals wala! are oe. 42. 2 

Registrants acceptable for limited service: 

TON ee eee ee ee ee 322. 0 
‘Teeth, 2.3iesiseess: oft 2b aaeoseee pete 248. 2 
Musculoskeletal se sse ee eee ene 148. 1 

Cepia’ Saeoe TE OP are TE Eee eee 14572 
Herniast. sees 22 ae ee eee bse 137.9 

Registrants disqualified: 
Meénital*disease_ 22080 ¥_ BRR, Viih e 169. 9 
Illiteracy and mental deficiency_-_-_-------- 152. 4 
Musculoskeletal=sees. 2 = eee ee wee, Ye 
Cardiovasctlarnvawss=. Soeee es eee ee 142. 4 
HyCR2 aoc Be ee ee Se ene 119. 3 


Source: Marcus S. Goldstein: Physical status of men examined through 
Selective Service in World War II. Public Health Reports, vol. 66, No. 19, 
May 11, 1951 (fig. 4, p. 18, Reprint No. 3080). 


and in coding procedures. They are probably under- 
statements, particularly for certain defects. Neverthe- 
less, the best Nation-wide data we have on the physical 
status of the male population are from the examina- 
tions by the Selective Service. The 5 leading defects 
found among registrants examined during the period 
November 1940—December 1943, and prevalence rates 
per 1,000 registrants examined were eyes, 119.6; teeth, 
116.1; feet, 90.1; musculoskeletal, 87.5; and cardio- 
vascular, 57.7. 

While there are no Nation-wide findings of periodic 
physical examinations of school children, such findings 
as are published indicate serious deficiencies in the 
health status of our children of school age. 


Causes of Sickness and Death 


The relative importance of the causes of sickness 
and death depends upon the ways in which we view 
sickness. Heart disease, cancer, and vascular lesions 
of the brain are the three most important causes of 
death. Fatal accidents represent today the fourth lead- 
ing cause. Measured by number of cases, the respira- 
tory diseases are most important. These, particularly 
the common cold and influenza, make up the bulk of 
new cases of disabling illness. Accidental injuries are 
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also high on the list. However, if we view illness in 
terms of the total number of days disabled, heart 
disease and mental disease head the list. 

The young and the old are not equally liable to sick- 
ness and death. Morbidity and mortality show wide 
variations, with high rates at the beginning ef life, low 
rates in the teens, and increasing rates in middle life 
continuing upward at the older ages. 

Illnesses of early life are primarily acute in nature. 
While acute diseases also make up a great proportion of 
illness at older ages, the long-term or chronic diseases 
characterize the sickness pattern in later life. 


Variations in Health 


There is great geographic variation in both the gen- 
eral death rates and the rates for specific causes. These 
are partly the result of differences in the characteristics 
of the people and in their social, economic and occupa- 
tional environment. Before sound comparisons of 
death rates among regions and States can be made, 
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Source: Based on Data From T. D. Woolsey. Public Health Monograph 
No. 4, August 1952. 


Figure 6.—Percentage of Civilian, Noninstitutional Population, 
14—64 Years of Age, With Disabling Illness or Condition Lasting 
1 Day or More and 3 Months or More, by Age and Sex, United 
States, February 1949 and September 1950 Surveys Combined. 


Table 5.—Ratio of observed to expected deaths for selected causes and age groups, United States and each region, 1949 








Cause or age group bers Bavaad 
IUCAN CS ae ee os 100. 0 95 
Tuberculosis, respiratory__._._.._____-_ 100 81 
Tuberculosis, other forms_____________ 100 63 
Typhoid fever and dysentery.__________ 100 18 
Influenza and pneumonia______________ 100 76 
mopendicitis. Read. 8. Wf Seckbe__i_ 100 84 
Seeepetee TOBMIGUR oe 100 111 
Malignant neoplasms_______..__.-___- 100 110 
Major cardiovascular-renal diseases_____ 100 99 
Symptoms, senility, and ill-defined con- 

CUTS 0 Oo $a CeO ae ee ee ae 100 27 
Motor vehicle accidents_._._..___.-.-_-- 100 | 54 
mal Other accidents! 0. {2018 ue iy 100 92 
Infant mortality: 

COE Lee ae ee © eae 100 82 
Gastro-enteritis and colitis.________ 100 23 
‘Childhood mortality: 
I S4eviecaTses. oni wetsii gy | to se! 100 78 
OV COL amet oe we 100 74 
MIATCENARIMOTUAb yoo ee 100 12 














Central South- | South- | East North}West North| Rocky Far 

Atlantic east west Central Central | Mountain | West 
104 106 98 99 92 97 95 
107 131 ilev¢ 87 59 58 89 
106 110 142 101 66 76 94 
29 167 529 29 42 46 36 
94 138 116 83 91 113 89 
101 110 11? 97 100 122 79 
113 81 15 131 91 80 58 
112 86 85 104. 95 87 97 
109 103 82 101 92 92 96 
46 266 223 47 69 108 40 
rat 110 130 109 103 133 Jal 
95 103 1105; 98 105 135 95 
91 120 137 90 86 98 85 
52 150 324 ‘al 44 71 58 
86 118 153 87 92 115 89 
92 108 119 97 103 LPH 90 
76 170 136 68 rfl 76 70 





Source: Basic data from Bureau of the Census and National Office of Vital Statistics. 


adjustment for age composition of the population 
must be made. This has been done indirectly for the 
death rates for 1949 and the results have been given as 
ratios of the observed deaths to expected deaths for 
each region and State, expressing the national ratio 
as 100. Volume III presents these data for each State. 

There are wide variations in the death rates from 
specific causes and for various groups in the population. 
It is obvious that the prevention of premature death 
varies widely in different regions of the country. Death 
rates reflect the success with which these areas have met 
the various health problems of the area. The great 
unevenness over the entire country can be interpreted 
to mean that the opportunities for health are not evenly 
distributed over the country. 


Greater Need for Certain Groups 


Many countries of Western Europe have much lower 
death rates for certain population groups, especially 
adult males, than does the white population of the 
United States. Improvement in the mortality picture 
has been greater for women than for men in this coun- 
try. The improvement in the death rates has been 
greater at the younger ages than for the older age 
groups. Higher death rates from certain preventable 
diseases are found in some regions than in others. The 
same is true of infant mortality. 

The Negro population of our country still has a 
shorter life expectancy than the white population. 
However, the discrepancy between the two races is 


narrowing; the gain in life expectancy at birth has been 
greater for the Negro population in the last 50 years. 
Tuberculosis, maternal mortality, infant mortality are 
among the conditions in which the differences between 
the white and Negro races are still considerable. 

All evidence points to a higher incidence and longer 
duration of illness among people in low-income families 
than among these with a higher income. This is par- 
ticularly true for the chronic diseases and impairments. 
Among the conditions causing a much greater volume 
of disability among people in low-income families than 
among people with higher incomes are hernia, varicose 
veins, and tuberculosis. 

All of these differences we know about in general. 
The information about illness and the factors related 
to it, however, is fragmentary, and little of it is current. 
Studies of the incidence and prevalence of disease and 
their relation to medical care, and to social and eco- 
nomic conditions, can do much to show the areas of 
need, to suggest ways of attack on these health prob- 
lems, and to measure the success of our efforts. 


Commission Recommendation 
THAT: 


1. The Federal Government develop adequate meth- 
ods to measure morbidity in the general population, and 
apply these methods on a periodic basis to assure bet- 
ter, current information on the health status of our 
people. 


11 


COMPREHENSIVE HEALTH SERVICES 


In the middle of the twentieth century, among both 
laymen and professionally trained persons interested 
in health, there is general agreement that health serv- 
ices mean more than the alleviation of specific diseases. 

If the goal is health with optimum physical, mental, 
and social efficiency and adjustment to the tasks of 
daily living, then health services necessary to achieve 
this goal include: 

Promotion of health, 

Prevention of disease, 

Diagnosis and treatment, 

Rehabilitation. 

While these four categories of services constitute sub- 
stantial and fairly distinct segments of medical care, 
they are not sharply demarcated compartments. In 
reality they shade into one another. The development 
of a proper approach to the problems of health, how- 
ever, requires a clear understanding of the component 
parts that make up the essential unity of comprehensive 
health services. 

Promotion of health includes all those social meas- 
ures directed toward the environment and toward the 
people as a whole which contribute to the attainment 
of health. These include social action to ensure: 

1. An adequate, safe food supply and distribution. 

2. Proper housing. 

3. A healthful working environment. 

4, Safety outside the home and workplace, as well 
as inside. 

5. Education for health. 


6. Recreation. 
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7. Security, including access to health services. 

Prevention of disease encompasses all those personal 
health services which are aimed either to prevent the 
occurrence of disease or to prevent disability and pre- 
mature death after disease has occurred, including: 

1. Immunization against communicable diseases. 

2. Individual and family health guidance, such as 
maternity care and infant care. 

3. Aggressive, early detection of disease, with fol- 
low-up to ensure diagnosis and treatment. 

Diagnosis and.treatment of disease embraces per- 
sonal health services directed toward the cure or allevi- 
ation of disease, including: 

1. Diagnosis of disease before and after symptoms 
have appeared. 

2. Treatment in the home, office or clinic, and gen- 
eral hospital. 

3. Treatment in specialized institutions, e. g., men- 
tal hospitals, tuberculosis sanatoria, nursing and cus- 
todial homes, teaching and research centers. 

Rehabilitation consists of the restoration, through 
personal health services, of handicapped individuals to 
the fullest physical, mental, social, and economic use- 
fulness of which they are capable, including services 
provided: 

1. Inthe course of ordinary treatment. 

2. In special rehabilitation centers. 

In the pages that follow, special sections will be de- 
voted to the four main topics of promotion of health, 
prevention of disease, diagnosis and treatment, and 
rehabilitation. 


PROMOTION OF HEALTH 


General Considerations 


Introduction 


Health promotion includes social, economic and 
educational measures intended to create an environ- 
ment within which healthy living may flourish. It is 
a broad field which includes such activities as ade- 
quate nutrition, general and health education, provi- 
sion of recreational facilities, minimum wage laws, 
regulation of working conditions, and other measures 
concerned with individual and social welfare. 

Medical care today takes in much more territory than 
it did formerly. The practice of medicine has been 
extended fore and aft. Diagnosis and treatment which 
used to be practically the sole preoccupation of medi- 
cine are now preceded by the three new interests of en- 
vironmental sanitation, prevention of disease, and pro- 
motion of health. Of these three, health promotion 
is the most positive. 

In the old days, physicians were called in usually 
when a man was on his last legs. Now, in many cases 
at least, patients have learned not to wait until it is 
too late. Many things in favor of health can be done 
before symptoms of ill health appear. In the modern 
era promotion of health is fast getting to be one of the 
main preoccupations of health care. 

Today, according to some estimates, the average 
pediatrician spends only about 40 percent of his time 
with major or minor illnesses; 60 percent is divided 
between prevention of illness and the promotion of 
health, with the promotion-of-health aspect becoming 
more and more important. 


Degrees and Grades of Health 


Implicit in the expression promotion of health is 
the idea that there are gradations of health, that 
everyone not affected by a specific disease or disability 
is not equally healthy. This idea is now generally ac- 
cepted, though interest in its significance to the health 
problems of the people is of fairly recent origin. At 
present, gradations of health in this positive sense are 
not measurable, but the concept has definite, under- 
standable meaning. A healthy individual has been 
described as a well-integrated individual, both as to his 

_physical structure and as to his physiological and psy- 
chological functioning. 


Even so, sometimes when a person is said to be well 
he is not nearly as healthy as he could be. A steady, 
glowing health is the goal. Cheerful people, full of 
vital strength and practicing the decorum of kindly 
behavior, accomplish more than grumblers and grouch- 
ers who snarl at each other. A completely healthy 
person meets trouble with equanimity. He has time 
and inclination for sociability and recreation. 

In discussing the definition of positive health, Reed 
in Backgrounds of Social Medicine has said “This is 
a problem calling for research in physiological fields; 
some of the work being done in geriatrics at the pres- 
ent time will be helpful in this direction, but a real 
solution will come when we have better concepts and 
better knowledge of the development of the human 
being as a functioning organism. * * * We need 
knowledge as to the growth and development of physi- 
ological processes as we proceed from infancy to old 
age. This knowledge may give us some of the yard- 
sticks necessary for an evaluation of ‘positive health’ 
and may help us to lay down objectives in this field.” 

In the early days of history it may be supposed that 
disease was undifferentiated. A man was well or ill. 
Now a multitude of specific illnesses are recognized and 
many of them are combated by highly specific remedies. 
In time men may come to recognize by name and learn 
to overcome what are now considered merely lower 
grades of well-being. Bad humor, good humor, energy 
or the lack thereof often have a physical basis. There 
is also the microclimate of family life. A man may not 
function properly because he is emotionally disturbed, 
following a fight with his wife or sweetheart. 

The whole question of mental and emotional health 
emerges here. Mental diseases, too, are as yet incom- 
pletely differentiated. In time many varieties of them 
will be separated much more clearly. 

Health is not a condition; it is an adjustment. It is 
not a state but a process. That process adapts the in- 
dividual not only to our physical but also to our social 
environment. Social life or community life is just 
another name for interpersonal relations. The science 
of health is a branch of the wider science of human 
ecology. Major diseases we all recognize as obviously 
abnormal functionings of the human organism. The 
minor malfunctionings have not yet been studied very 
thoroughly, perhaps because we have put our sights 
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too low when we aim at enjoying all that is included in 
normal healthy living. 


Scope for Community Action 


Both internal and external conditions influence nor- 
mal or healthy functioning, and health is promoted 
when both internal and external conditions are optimal. 

With this concept of positive health, the areas for 
social action to promote health include any conditions 
in the external environment that may impose some 
stress, such as availability and quality of food, hous- 
ing, working conditions, opportunity to earn a living, 
to have an education, to enjoy recreation, and to obtain 
medical care. Promotion of health also includes those 
areas which influence the knowledge and attitudes of 
an individual, thereby affecting his ability to maintain 
a healthful internal environment—nutritional, emo- 
tional, or psychological. 

The movement to control bovine tuberculosis did not 
get very far until the agriculturalists recognized that 
it was an extremely expensive burden on the farmer to 
have tuberculous cattle. Through bounties and vari- 
ous other devices, there was established a system of 
slaughtering infected cattle and reimbursing the farmer 
for each tuberculous cow destroyed. Unquestionably 
this has caused a tremendous decline in the incidence 
of human tuberculosis of bovine origin; even more im- 
portant has been the impact on health of an increased 
milk supply, increased consumption of milk, and better 
nutrition of the population as a whole. 

During the last world war period an unusual phe- 
nomenon took place in England. The health of the 
public, as measured by some of the crude indices that 
are available, for the first time in history actually im- 
proved during war time. The food supply from 
abroad was practically cut off. Rationing of food was 
carried out on the basis of putting the limited supply 
of dairy products, for example, where they could do 
the most good. Milk and dairy products were given 
not to those who could afford them but to women and 
children, who needed them most from a health point of 
view. This country-wide planning for health pro- 
motion provided an important landmark in medical 
history. It improved the health of mothers, it im- 
proved the health of children and it helped to prevent 
the usual harmful effect of war on the health standards 
of a population. 

Social action to promote health may take the form 
of legislation at any governmental level from the Fed- 
eral Government to the smallest community. It in- 
cludes policies and measures for health adopted by 
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official or voluntary health agencies, and of non-health 
agencies, as well as activities conducted by any com- 
munity organization or special group within the com- 
munity. All these types of action are necessary to 
accomplish the goal. 

As a rule, official health agencies furnish services 
essential to the health of the community and such other 
services as are desired and approved by the community. 
Many agencies and organizations not engaged pri- 
marily in health work are making significant contribu- 
tions to health. Among these are the Agriculture Ex- 
tension Service, the various farm organizations, youth 
groups such as the 4-H Clubs, Boy Scouts and Girl 
Scouts, and other groups organized on a community 
basis, such as the Parent-Teacher Associations which 
have health programs. 


Special Handicaps 
Economic Barriers 


Inadequate food, rickety housing, poor medical at- 
tention, and lack of energy are only too often just the 
concomitants of poverty. There is a correlation between 
good health and prosperity. Excess may in its own 
way be just as injurious as penury, and those are per- 
haps right who keep insisting on the golden middle 
way; but there is no doubt that when people do not get 
enough to live on, their health is endangered. 

Modern medicine is helping people live efficiently 
and extend life deep into old age. Having done yeo- 
man work against germ and virus diseases, it is getting 
ready to tackle the problem of promoting the quality 
In so doing, the public health and 
medical professions run up against the economic 


of daily living. 
barrier. Is is easy for the medical adviser to say, 
Go South and rest a 
while.” or “What you need is an operation.” 


“What you need is a change. 
Some 
say that by pointing out what should be done the med- 
ical expert has performed his task. But the advice is 
of no avail unless the patient or society furnishes the 
means to carry out the experts’ instructions. 

Eighty percent of the membership in one of the 
groups in the New York Health Insurance Plan come 
every year for an annual physical examination. One 
reason that they come is that they have a prepayment 
policy which guarantees them this medical service. 
The various prepayment plans now being developed are 
a vitally important factor in making headway in the 
field of health promotion. 


Stresses and Strains 


Health promotion in a community naturally must 
give special attention to weak spots. Slum areas 
account for a disproportionate share of a city’s ex- 
penditures for welfare and health work. It pays to 
eliminate these sources of weakness and waste. 

Certain groups of the population are subjected to 
greater strain than others. Youth is well known to be 
a period of strains and stresses. Adolescence has un- 
It involves the gawky or 
awkward age, followed by the awakening of sex and 
the switch over from friends of the same sex to friends 
of the opposite sex. The family doctor and his asso- 
ciates who in this modern day and age assist him in 
watching over the health of patients have learned to 
pay special attention to these youthful periods of dif_i- 
cult adjustment. 

Just as the first year of infant life has its special 
hazards, so the climacteric or change over from 
middle age to the period beyond brings its dangers. 
When the family is all brought up, and there seems 
nothing important left to do, the zest of living declines, 
and the road is opened to failing health. Certain 
occupational groups are subject to special stresses. 

Physicians themselves are such a group. 


usual adjustments to make. 


Courting Danger 


At the opposite end of the scale from the harassed 
father who cannot make ends meet and worries about 
it, stands reckless youth with an appetite for living and 
practically no responsibilities. These young people 
have a way of courting physical and emotional dangers. 

Estimates indicate that for every death from acci- 
dent there are more than 100 disabling accidents. A 
large proportion of these entail a burden of medical 
care, anxiety, and expense. Accidents, including 
motor accidents, have become the fourth most impor- 
tant cause of death. This is one of the areas to which 
health promotion activities should be devoted. 

One industrial surgeon had to perform major ampu- 
tations repeatedly from oné company, all for the same 
thing—using the feet to kick over old-fashioned draw- 
There were notices posted everywhere, advising 
Nothing helped until safety was 
built into the machines. If the faucet on a bath tub 
turns with a handle that has a lever on it, it is easy 
to work and the youngster who turns it on is apt 
to get scalded. But since the child is not strong 
enough to turn faucets with round knobs, the child 
does not get burned when these are used. 


bars. 
men not to do this. 


Sometimes false pride prevents taking ordinary pre- 
cautions. One man whose wife had a heart condition 
tried to make her carry a cane. She could get around 
perfectly well if she took things slowly, but crowds 
have no patience with slow people unless they carry 
a badge. A cane would be such a badge. But this par- 
ticular lady would rather die than carry a cane. 
Others will not wear glasses or hearing aids. Young 
folks hesitate to take precautions for fear that they 
will be regarded as sissies. 

One safety specialist in lecturing to teenagers about 
car accidents showed slides of all the precautions a 
pilot observes before he takes off. He also showed 
what a big league player does in getting ready for a 
game. When youngsters see a baseball hero buckling 
on his regalia and note how deliberate he is about pro- 
tecting his anatomy, they get the idea that it is not 
unmanly to be careful. To boast that you never once 
honked, or put your foot on the brake, and that you 
made it in so many minutes flat, begins to look slightly 
less than heroic in view of the time that real heroes 
spend on preparation and safeguards. 

Accident prevention is a community problem and 
many organizations other than medical ones can be of 
help. Boy Scouts and Girl Scouts have been conspic- 
uously successful in helping children and young folks 
learn first aid and form habits of safety. 


Further Areas 
Food and Nutrition 


The need for an adequate, safe food supply and 
distribution of the necessary variety of such foods to 
all people cannot be overemphasized. Measures of 
specific health value to be carried out include: (1) 
extension to all states of the program of fortification 
of flour and cereals; (2) use of fluoride in water to re- 
duce dental caries; (3) promotion of use of iodized 
salt to avoid goitre. 

About 400 B. C. Hippocrates, the “Father of Medi- 
cine,” wrote of the importance of food in health and 
included proper diet as one of the four cardinal prin- 
The United States has, 


in large measure, solved the problem of sufficient 


ciples in medical treatment. 
calories for her people. However, numerous oppor- 
tunities still remain for improving nutrition in this 
country. 

There is need for further emphasis and research on 
providing more nutritious foods. Our agricultural 
economy should be geared to the production of foods 


that are high in nutritive value as well as high in yield 
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and resistance to plant disease. It should oentinue to 
explore and possibly extend the practice of enriching 
certain inexpensive and commonly used foods in order 
to improve their nutritive value. Attention should be 
focused on the methods used in processing and prepar- 
ing foods, both in the home and commercially, so that 
maximum nutritive value is retained. 

These practical applications of nutrition that can be 
promoted in varying degree by health departments and 
other organizations are ultimately dependent on prog- 
ress in research on nutrition. Such research is accom- 
plished not only in the laboratories of universities, 
institutes and industries, but also through observation 
of population groups in the community. 

The availability of essential foods and even the 
ability to buy them does not necessarily assure ade- 
quate individual diets. In the correction of diet habits 
individual instruction is often more effective than mass 
education. In well-baby clinics, attention to diet and 
individual nutrition problems is an established pro- 
cedure; similar nutrition services are needed through- 
out the growth period, especially in adolescence, as 
well as for pregnant women. The physician should 
take more responsibility in guiding the diet habits of 
these groups particularly. Better training of physi- 
cians in nutrition is needed. 

Public support for school lunches helps to assure 
every child a fair start towards an equal opportunity 
in life. It is obviously of equal importance that in- 
fants get a fair start in life. Inasmuch as vitamin C, 
vitamin D, and milk are basic dietary requirements in 
the growth of infants, access to these substances should 
be made available freely to the mothers of all children. 
Just as vaccines and sera are available in well-baby 
clinics, so it should be possible by the same methods 
of distribution to provide each mother with the essen- 
tials to an adequate diet for her infant. To give each 
child an equal start in life, attention must also be paid 
to the mother’s nutrition during pregnancy. A bal- 
anced diet, including vitamins and milk, are clearly 
necessary. The community should see to it that these 
substances are available to expectant mothers. Dis- 
tribution could be made on the same basis as the dis- 
tribution of nutritional substances to infants. 

Food also has cultural connotations. In various 
parts of the country and among certain groups of the 
population special kinds of food are considered more 
desirable than others. It is important that these cul- 
tural patterns be considered in suggesting menus for 
an adequate diet. These menus should outline opti- 
mum nutritional standards, in line with the habits of 
the particular community. 
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Among many families in marginal economic cir- 
cumstances the problem of feeding children is critical. 
Providing for the minimum nutritional needs to assure 
healthy growth and development of children is clearly 
a community responsibility. Children are the future 
of the country. Their optimum growth and develop- 
ment is the foundation of a healthy citizenry. 


Housing 


Housing bears on health promotion in several ways. 
Adequate sanitary facilities protect against disease pro- 
ducing conditions and promote individual cleanliness 
and hygiene. Enough rooms to prevent overcrowding 
reduce the spread of infection. Space enough for some 
privacy and a home equal to the average standard for 
the community favor psychological health. Accidents 
in the home are an important health problem, espe- 
cially among children and aged persons. Many hous- 
ing conditions which contribute to accidents can and 
should be eliminated. 

To provide adequate and healthful homes is there- 
fore an essential component of any program to pro- 
mote health in the family and in the community. Ade- 
quate plumbing and regular garbage collection make 
for order, cleanliness, and hygiene. 

Several studies give evidence of the significance of 
housing to health. Data from the National Health 
Survey (1935-36) showed that the percentage of per- 
sons disabled 1 week or longer during a year was 
higher as crowding increased. Even when the com- 
parison is made within fairly specific income groups, 
the disabling illness rate increased with crowding— 
most at the lowest income level. In this same study, 
both low income and crowding were shown to be asso- 
ciated with a high incidence of pneumonia, influenza, 
tuberculosis, and rheumatism. 

Growth is one criterion of positive health in chil- 
dren. A recent English study showed that the average 
weight of children who shared beds was consistently 
lower than the weight of those who slept alone. This 
difference was independent of dietary pattern and social 
class. 

As a contribution toward easing domestic life in the 
homes of people suffering from ailments which limit 
physical exertion, the American Heart Association has 
developed a “heart kitchen.” This provides, among 
other things, a sit-down ironing board. Cupboards are 
carefully placed in positions which eliminate unneces- 
sary stretching and bending. 


Education for Health 


Education for health plays a fundamental part in 
a comprehensive health program. Educational activi- 
ties with individuals and groups of many types have 
the objective of providing health information and 
developing habits of living which are essential to 
individual health. 

Two phases of health education deserve emphasis. 
One is the need for the physician to accept greater 
responsibility for educating parents and children on 
matters of healthful living, such as nutrition and psy- 
chological guidance during childhood and adolescence. 
The approach of the specialist in pediatrics who is 
concerned to a large extent with the promotion of 
health actually should be extended by physicians to 
all their patients. 

Another aspect of education for health is profes- 
sional leadership in community activities, especially 
by persons trained in techniques for working with 
groups and helping them plan and organize for com- 
munity action. Almost half the states have health 
education specialists on the staffs of their agencies 
dealing with rural sociological problems. This has 
come about through the demand of various farm or- 
ganizations for help, especially in assisting them in or- 
ganizing to obtain health facilities. Health educators 
in state health departments and many local health de- 
partments are doing similar work with community 
groups, in cities as well as in rural areas.- 


Mental Health 


Mental health, one of the basic conditions to total 
health, represents a major area of health need. How- 
ever, the available knowledge on factors which affect 
mental health is too limited to give a firm basis for 
social action. Here, again, the need for investigation 
of the problem is indicated. More knowledge about 
the normal range of growth and development as well 
as the patterns of stress in childhood and adolescence, 
is necessary for guidance toward strength for the later 
conflicts of life. 


Security 


Security is usually considered in terms of economic 
security. A reasonable degree of such security is an 
acknowledged responsibility which society is constant- 
ly seeking to fulfill. Health is an important element 
in achieving security. This goes beyond the estab- 
lished interrelationship between poverty and health, a 
relationship which operates in both directions: Pov- 
erty produces ill-health, while. disease and disability 


destroy earning capacity. Inevitably some individuals 
must endure health handicaps, and adjustment of such 
individuals to suitable work and mode of life pro- 
motes security and mental health. Furthermore, peo- 
ple generally have some concern about their own health 
and need assurance as to their health status and the 
availability of medical facilities. For large groups in 
the population there is an economic barrier to the use 
of medical resources. Removal of this barrier would 
contribute to health and to security. 


Principal Needs 


Although the evidence to demonstrate how environ- 
mental and cultural conditions do affect health is in- 
complete, it is clear that social measures in the past 
have brought about significant improvements in health. 
There is reason to expect that such action can raise 
still further the health status of the American people. 

The principal needs in the United States to achieve 
progress in the promotion of health may be summar- 
ized as follows: | 

1. Education: 

(a) Education of health personnel. A fundamental 
step is education of the medical profession and related 
professions to a broader approach in which they not 
only treat diseases but also are concerned with the 
positive health of the individual and his adjustment to 
family and community situations. More training in the 
fields of nutrition and mental health is especially im- 
portant. 

(6) Education for leadership of key people who 
work with health agencies, social agencies and com- 
munity groups to promote community programs and 
individual activities which favor health. 

(c) Education of the people to a better understand- 
ing of the things which affect their own health and the 
health of the group. 

2. Study of needs and resources in local areas. Com- 
munities vary widely with respect to urgent health 
needs, available health resources and financial ability 
to provide for needs. Realistic health plans require 
an evaluation of needs and resources. Improved tech- 
niques for measuring needs should be developed. 
Studies also should be made of patterns for organizing 
and utilizing available health facilities and other 
resources. 

After comprehensive understanding of the problems 
of a particular area should come concentration on that 
part of the problem that requires attention first. 

3. Improving health and medical services for all the 
people. This involves eliminating the great disparity 
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among groups and communities in access to health 
services. 

4, Development of adequate social measures for con- 
trol of health factors in the environment. These in- 
clude housing, food, work and working conditions, and 
income. Conditions which are unfavorable to health 
should be attacked vigorously. 

5. Research: 

(a) Research to obtain more precise evidence on 
the factors in the social and physical environment 
which affect physical and mental health. 

(b) Research into the physiological process of life, 
from birth to old age, to determine especially the nu- 
tritional and psychological needs for optimal growth 
and physiological performance throughout life. 

(c) Research on the effects of working conditions on 
physical and mental health. 

(d) Research on accident prevention. 

(e) Research on questions related to medical care, 
such as the doctor-patient relationship, community 
measures to attract and keep physicians in rural areas, 
attitudes of the people toward different methods of pro- 
viding medical care. 

6. Community organization. The coordination and 
integration of the activities of all agencies and groups 
is necessary to achieve the most effective application 


of present knowledge of health promotion. This can 
be properly developed only as a part of a broader pro- 
gram of social improvement which includes education, 
housing, nutrition and economic welfare. 

The promotion of health leads beyond the frontiers 
to a new domain, the exploration of which will occupy 
the attention of health personnel for years to come. 
The challenge of this vast new territory of positive 
health cannot be overestimated. 


Commission Recommendations 
THAT: 


1. All measures for the dynamic promotion of health 
be strengthened through expansion of public health 
informational and related activities aimed at individ- 
ual education and action. 

2. Health councils and other voluntary groups tackle 
major local health problems as well as national ones. 

3. Industry give greater consideration to the relation 
of working conditions to health. 

4. Federal, State, and local governmental health 
agencies pay specific attention to the general living 
conditions affecting health. 

o. Legislative bodies take note of the impact of 
housing, nutrition, and other social factors upon health. 


PREVENTION OF DISEASE 


No real headway was made against disease until, 
within the last 100 years, men have hit upon effective 
tactics of disease prevention. It was only when medi- 
cal men, public health officials, and sanitary engineers 
banded together in a united attempt to apply what had 
been discovered about how to prevent disease, that the 
gains in health and longevity became spectacular. 
Before that the human race held its own with continual 
and heavy losses, but in the last century the groundwork 
was laid for victories that brought lasting results. 

The first permanently successful maneuvers against 
disease were directed toward the environment. Atten- 
tion to water supply, sewage disposal, better housing 
and extensive campaigns against diséase-carrying in- 
sects finally ushered in a new era. 

Environmental sanitation has become established 
public practice. But the job is not finished. New 
aspects of making and keeping the environment safe are 
turning up all the time. Public health and other 
authorities must keep under constant guard the outer 
battlements of the defenses against disease. 
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Personal disease prevention, on the other hand, can 
never be entirely delegated to others. This kind of 
prevention cannot be done for the individual. It de- 
mands individual initiative. He may require help from 
others, especially professional help, but an important 
part of disease prevention consists of learning how to 
make proper use of health resources and of cultivating 
better personal health habits. 


Characteristic Features 
Types of Prevention 


Prevention of disease is a term with a multiplicity 
of meanings. In its broad sense prevention includes, 
first, measures which avert the occurrence of disease, 
and, second, those which halt or retard the progression 
of disease into disability or death. These can be con- 
sidered as primary and secondary prevention. Primary 
prevention embraces all means used in preventing the 
occurrence of disease, disability or impairments. 
Secondary prevention aims at halting the progress of 


disease from its early stage to a.more severe one. The 
latter implies detection of disease, probably before it 
becomes manifest, and includes all measures which lead 
to the discovery of disease processes even before they 
cause symptoms. 

One way of looking at disease prevention is to re- 
gard all protective efforts as directed at stopping the 
further advance of disease. Some of these efforts at 
halting the march of disease are successful before the 
disease has even struck. These successes are like wars 
on foreign soil. The enemy is either completely wiped 
out or stopped at the border. There is no invasion. 
The tactics of environmental sanitation have put some 
ancient enemies of human health definitely out of the 
running in many parts of the world by decimating them 
in their home territory so that the power to attack 
human beings is no longer a threat. 

Water-borne, filth-borne, and insect- and rodent- 
borne diseases are in large part under control in this 
country. Malaria, one of the most widespread of 
human disablements, has been slowly yielding power 
for the last 30 years. With the advent of DDT and 
other new insecticides it is fast coming under complete 
control. 

Environmental tactics are not always successful. 
Some diseases penetrate the outer defenses. 
quer them requires a personal encounter. If a disease 
cannot be kept from spreading, the next step is hand- 
to-hand combat. Vaccination and immunization make 
excellent safeguards whenever available. Failing them, 
reserves of health and strength through good health 
habits constitute the best defense. 

Against yellow fever, the antimosquito methods of 
environmental sanitation used in cleaning up Havana 
and other focal points were successful—until it came 
to dealing with vast forests, where the deadly fever is 
carried by mosquitoes of the jungle and kept going by 
transmission of the virus among monkeys. In the 
jungle the environment is too complex to yield to meas- 
ures that were effective in the cities, so jungle yellow 
fever could be conquered only by an effective vaccine. 
Smallpox, which frequently swept over Europe in 
recent centuries, is another classic illustration of a 
disease that yielded only to vaccination. 

Thus, if the spread of a disease cannot be prevented 
the next recourse is to increase the resistance of the 
human host so that when it does strike, it encounters 
strong armor. Although such prophylactic measures 
have in many cases been remarkably successful, there 
remain many communicable (and other) diseases 
against which we still do not have an effective method 
of immunization. Poliomyelitis is an example. Since 
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prevention is not yet possible, an effort is made to reduce 
the crippling at the same time that research is directed 
toward finding a vaccine. We must utilize every 
means to minimize the ill effects. In certain dis- 
eases, such as cancer, early detection is of supreme 
importance, because it makes possible a chance to stop 
or remove the growth. 

An increasing amount of the work in disease pre- 
vention is aimed at detecting serious diseases early. 
A disease that cannot be stopped by other means must 
be rooted out before it gets too firm a hold. Rehabili- 
tation of disabled persons can be considered a further 
stage of these same efforts at preventing diseases from 
doing their worst. 

In general, disease prevention is aimed at halting 
the spread of disease, increasing the resistance of the 
healthy, and minimizing the ill effects of such disable- 
ments as cannot be avoided. 


Large Rewards 


Nowhere does money invested in human welfare 
pay greater returns than in disease prevention. Pro- 
phylaxis, applied to human ills, is extremely profitable. 
A dollar spent here not only saves many dollars that 
would have to be spent later, if the disease were not 
prevented, but every dollar spent on prevention keeps 
men on their feet to earn more dollars as well as to get 
more enjoyment out of life. 

The common sense, practical advantages of pre- 
ventive work deserve greater emphasis. Here, if any- 
where in the health field, results can be evaluated in 
terms which the average person can understand. 
Everyone knows what disease does to budgets and 
earning power. When the breadwinner is in the hospi- 
tal he is not the only one stricken. His wife and chil- 
dren suffer with him. If the family requires public 
assistance, the whole community has to pay. Every- 
one is better off without these health casualties. An 
employee unable to work becomes a liability instead 
of an asset. Disease gnaws at our whole economic 
structure. 

It pays the individual to be healthy; it pays industry 
to have healthy employees; it pays the Nation to have 
a sound and healthy citizenry. 

This baldly economic argument is not the whole 
story. Without sufficient money, one can hardly attain 
any of the other more intangible forms of happiness. 
But small means, if accompanied by robust health and 
a willingness to work, are not the worst hardship. 
When health goes, everything else goes. Poverty has 
at times been held to be a virtue but poor health has 
never in human history been openly advocated. 
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The reason why this Nation as a Nation should ex- 
tend itself on disease prevention is that unless it 
does so, it will ultimately have to spend many 
times more on cure, rehabilitation and care. It is much 
cheaper to promote health and to prevent disease than 
it is to neglect doing so. This Nation is committed to 
the care of the indigent and the physically and mentally 
disabled. If people are allowed to fall into such cate- 
gories—and sometimes this cannot be helped—they 
must get care. But to avoid even one hopeless case, 
to save one single life from years of invalidism, chronic 
illness, or insanity—if it can be done with money or 
effort—usually saves a hundred or a thousand times 
the amount expended in prevention. 


The Developing Pattern 
Past Triumphs 


It was not by cure but by prevention that modern 
health practice took the first big steps forward. Ty- 
phus fever, which stalked the earth for centuries, sub- 
dued more nations and peoples than Napoleon ever 
thought of conquering. This disease was brought to a 
halt only when research finally incriminated lice. 
Nothing could be done with typhus until we learned 
how to prevent it. 

To this day there is no cure for yellow fever, a disease 
in which the case fatality rate can run as high as 50 
percent. Once you have the disease there is little med- 
ical science can do. But there have been epics of 
achievement in working out methods of prevention 
through mosquito control and vaccination. 

Sixty million people are said to have died of smallpox 
in the Europe of the eighteenth century. In Samuel 
Johnson’s day almost everyone bore the scars of this 
disease. Then Jenner, on May 14, 1796, performed 
his first vaccination. 

This brief mention of former triumphs in prophy- 
laxis is intended to serve only as a reminder that the 
prevention of diseases has a glorious history and that 
it is worth while to continue a task so well begun. 

Immunization against yellow fever, typhus, plague 
and cholera is today required only for travel abroad in 
certain areas, but it is good to know that these protective 
measures are available in a world in which distances 
are shrinking and international travel is getting to be 
commonplace. 


Nutritional Ailments 


Nutritional deficiency diseases, such as pellagra, have 
been rendered negligible by the new knowledge of 
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vitamins. School lunch programs and prenatal clinics 
are helping to combat undernutrition and malnutrition 
in women and children. Although cases of hunger, 
especially hidden hunger for specific nutrients, occur 
in this country, inanition is relatively uncommon. A 
far greater menace to health now arises from hyper- 
nutrition due to overeating. 

Take any roomful of older people in America and it 
is probable that over half of them are going to die of a 
disease that is often related to excessive eating. In this 
connection, medical science thinks primarily of heart 
disease, diseases of the blood vessels and diabetes. 
Obesity, which predisposes to these conditions, is the 
greatest nutritional hazard in America. Statistical 
studies indicate that lean individuals live longer and 
that obese individuals who lose weight lengthen their 
lives. Overweight is now one of the most serious 
obstacles to health. 

Anyone engaged in the physical training of animals 
does not need to be told that overeating is a detriment. 
No trainer lets a dog get fat and wheezy. The diets 
of race horses are closely watched. Experiments have 
shown that rats kept slightly hungry live longer than 
those that eat to satiety. Adult food habits are pretty 
well fixed. Asa people, Americans are not abstemious. 
The view that, even among human beings, the chances 
of longevity are favored by a certain amount of whole-: 
some starvation is not likely to find an easy entree in 
this land of plenty. Yet telling most people to improve 
their diet has little effect. It still takes danger signals 
to induce the average obese American to lose weight. 
Better means of motivating him to achieve and main- 
tain optimum weight are needed. 

Mothers, under the guidance of pediatricians, are 
feeding their children a better-balanced diet than was 
given to children a generation or two ago. But the 
two most important simple rules in regard to nutrition: 
(1) Eat a variety of foods—it does not make much 
difference what you eat as long as you eat a variety of 
foods—and, (2) eat to keep to your optimum weight— 
if you are undernourished, take more calories; and 
if you tend to take too many calories, cut down on them 
and keep to your desirable weight—are still ignored by 
a great many adults. 

The Public Health Service, insurance companies, 
the American Heart Association, the American Medical 
Association and other health agencies all emphasize 
the importance of nutrition and especially ideal weight 
as a means of disease prevention. Physicians and other 
health workers are really becoming convinced that 
something can be done about nutrition on a community 
basis. 


One method of improving the eating habits of the 
American people is through an intelligent approach 
carried out in the public schools. Teaching the basic 
principles of nutrition in schools may help to change 
the eating habits of the community. 


Early Detection 


An important way of preventing disease is to take 
steps for the early detection of disease, with follow-up 
to assure proper diagnosis and adequate treatment. 
The need for this has become more acute with the recog- 
nition of chronic illness as a major cause of ill health. 
The chief methods of detection are periodic| health 
examinations and multiple screening. 

Detection, as used here, means the discovery or 
diagnosis of nonmanifest diseases which ‘ordinarily 
do not bring the patient to the physician. Detection 
is valuless unless followed by proper diagnosis and 
adequate treatment; therefore, ideally it should lead to 
continuing health supervision, including individual and 
family guidance. 


Periodic Health Examinations 


A complete physical examination once a year has 
long been proposed as a means of early detection of 
disease. Dentists advocating such examinations for 
oral hygiene have been fairly successful in educating at 
least a portion of the public to accept this important 
health measure for their teeth. Many infants and 
young children commonly receive such examination as 
part of regular pediatric service. The chief drawback 
to complete medical examinations for everybody is that 
there are not enough physicians available to examine 
150 million people each year and still have time left 
over for the care of the sick. Another objection is the 
excessively high cost. It seems impossible at present 
to find either the time, the money or the men for this 
gigantic task. It would not be too difficult to give at 
least brief periodic health examinations to certain in- 
dustrial groups, college groups, school children in se- 
lected grades, out-patients in clinics, and groups under 
special supervision from medical schools. 

But the chief extension of the periodic examination 
techniques are more likely to come by making the 
examinations less time consuming and less costly. | So- 
called multiple-screening procedures which meet these 
requirements are now being widely explored. 


Multiple Screening 


Detection can be defined as the identification of an 
ordinarily unrecognized disease or defect. It may call 
for the use of screening tests, as well as for more 


thorough examination and diagnostic procedures. 

Screening requires tests, procedures, and examina- 
tions which can be rapidly applied. 

The purpose of screening is to sort out from appar- 
ently well persons, those who probably have a disease 
from those who probably do not. : 

Those persons having positive tests in the screening 
process become suspect until they receive the further 
physical examinations and diagnostic laboratory test 
procedures necessary to establish their status. Mass 
screening is the application of the screening test proce- 
dures to large groups of individuals. Fairly reliable 
screening tests which can be applied on a mass basis are 
available for diabetes, tuberculosis, syphilis, certain 
forms of cancer and heart disease, glaucoma, vision and 
hearing defects and anemia. Multiple screening is the 
use of two or more screening tests on a mass basis to 
determine whether there is presumptive evidence of the 
presence of disease. 

Screening, whether by single tests or several tests, is 
not to be considered a substitute for physical examina- 
tion or further medical care. It represents a useful 
first step in the detection of disease which has merit 
chiefly because it is feasible with presently available 
resources, it leads to the discovery of a significant 
amount of disease and brings many people under the 
care of physicians who would not otherwise receive 
such care. 

In pilot studies conducted in many parts of the 
country, abnormalities were detected through multiple 
test procedures in 20 to 63 percent of the individuals 
screened. Persons have been screened with as many 
as 12 tests at a cost of 5 dollars per person. Follow-up 
has disclosed as many as one-fifth of all persons tested 
with newly discovered significant disease. In consider- 
ation of the number of new cases discovered in the 
demonstrations to date, the over-all cost is lower than 
the cost of physical examinations and the yield is 
greater. 

Screening techniques do not require the constant at- 
tention of a physician but can be carried out by para- 
medical personnel under medical supervision, permit- 
ting the physician to use his time for interpretation and 
further diagnostic studies. Populations can be screened 
without undue inconvenience. Well-managed multi-test 
programs serving large segments of the population 
have been able to screen people with 10 or more labora- 
tory procedures in one-half to 1 hour. 

Such programs enhance the patient-physician rela- 
tionship through encouraging a substantial number of 
people to seek the attention of their physician because 
they have some positive test result. The physician 
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begins his relationship with the patient having infor- 
mation, following multiple screening, as to the results 
of a chest X-ray and various blood, urine and other 
tests. 

By virtue of the flexibility of the technique, screening 
may be readily adapted to the needs of any particular 
community or area. 

One of the major steps in disease prevention at the 
present time is to get a real start in multiple screening. 
To do this will require: 

1. That multiple-screening programs on a commu- 
nity-wide basis be given high priority in the detection 
of nonmanifest and manifest diseases. 

2. That health departments should establish or co- 
operate in the establishment of such programs. 

3. That such programs should be established only 
where they will not cause imbalance in existing health 
department services and where there are adequate ar- 
rangements for follow-up. 

4. That screening procedures be used in industrial 
medical facilities (routine annual and preemployment 
examinations), for welfare populations, university and 
secondary school groups, out-patient departments and 
other selected groups. 

5. That screening, when adopted, be tailored to the 
needs of the specific population with attention to age 
and economic status and that special consideration be 
given to the age group 35 years and over. 

6. That the following items be incorporated into 
community-wide detection programs: 

a. Careful community planning to insure a complete 
service, including prompt and immediate follow-up. 

b. The multiple-test approach rather than the single- 
test screening. 

c. Utilization of service under prepayment health 
insurance plans and welfare medical programs. 

d. Inclusion of follow-up data in evaluation. 

7. That multi-test procedures in community pro- 
grams be limited to established laboratory tests and 
devices. No test procedure or device should be in- 
cluded until its value as a detection device is well 
established. This does not preclude the trial from the 
research viewpoint of new tests and techniques with the 
purpose in view of having them evaluated. 


Health Maintenance 


Health maintenance in the sense of health promotion 
and the accentuation of a positive attitude toward 
health has been achieving a more prominent place in 
medical practice. The pediatrician who sees mostly 


healthy children, the obstetrician who gives prenatal 
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advice to pregnant women in order to forestall trouble 
and the dentist who keeps his healthy patients coming 
back every 6 months or every year—all these are straws 
in the wind indicating the trend to prevention and 
health maintenance. They are part of the increasing 
concern with the patient before real difficulties are upon 
him. The medical profession is beginning to take 
seriously its role of contributing to social as well as to 
individual welfare by keeping people healthy and help- 
ing them to control the devastating expense, incon- 
venience, and anguish of real breakdowns. 

The intensive propaganda for the early detection of 
cancer keeps that matter before the public. Some have 
condemned the campaign as a scare technique. The 
American Cancer Society recently queried a group of 
psychiatrists all over the country as to what the harmful 
effect of this type of publicity might be. The great 
majority of psychiatrists stated that in their opinion 
there were no harmful effects. Some said that under 
certain circumstances such techniques could lead per- 
sons to concentrate on cancer rather than upon some 
other disease as the focus of their particular phobia. 
However, there is no evidence that education of any 
type can actually create a phobia in a person otherwise 
not susceptible to it. At any rate, as one physician 
has remarked, “The reassuring thing about cancer 
phobia is that it carries a very low mortality rate.” 


Chief Needs 


Immunization against an increasing number of pre- 
ventable diseases and periodic health appraisal of 
children and adults are universally recommended but 
not universally practiced. Industry has recognized the 
value of health maintenance programs, if for no other 
reason than that such programs are good business. 

If recommended services for disease prevention and 
health maintenance are to be made available for all 
persons, the number of physicians and other health 
personnel needed to render these services would be far 
beyond the present supply. 

More emphasis should be given to the place of pre- 
ventive medicine in the training of medical students. 
If we are ever to have a generation of physicians who 
really think in terms of health rather than disease, this 
reorientation must begin in the medical school. Phy- 
sicians trained in pathology and disease are naturally 
going to devote their time and energies to the situations 
encountered during their training. Medical students 
must be given more opportunity to see public health 
in action in the community, and to appreciate the ad- 
vantages to be derived from a positive attitude in the 
promotion of health. The concept of maintenance and 


promotion of health for both the individual and his 
family must be communicated to the medical prac- 
titioner while he is still in school, as is being done by 
an increasing number of schools today. 

Education of the physician in caring for health as 
well as disease, more adjunct personnel to/help him, 
and greater cooperation between health departments, 
medical schools, hospitals and practicing physicians 
could do much to advance the prevention of disease. 

It is imperative for health departments to continue 
the long-established preventive programs affording 
protection from such diseases as diphtheria and small- 
pox and to continue such programs as those for child 
health and environmental sanitation. This will main- 
tain the gains which have been made and improve the 
situation in sections of the country which have an in- 


ferior record of accomplishment. It is also necessary 
for health departments to direct their attention to the 
prevention of chronic disease using newly developed 
techniques such as multiple screening. 


Commission Recommendations 


THAT: 


1. Greatly increased expenditures for the prevention 
of disease be used to speed the eradication of tubercu- 
losis, syphilis, typhoid fever, diphtheria, and other 
communicable diseases. 

2. Programs of disease detection be expanded by 
health departments and other health agencies in co- 
operation with local medical groups and other health 
agencies. 


DIAGNOSIS AND TREATMENT 


What the physician has to offer today is different 
from what his predecessors offered. Knowledge and 
skills are much greater although the relation of trust 
between doctor and patient remains the same. Medi- 
cine is one of the most honored of all the professions. 

The individual when he is ill has confidence that the 
physician will utilize all available knowledge and skill 
to ascertain the facts about his disease, interpret these 
facts correctly, and adopt the necessary corrective 
measures. The trust of the patient in the physician is 
an essential part of the relationship between them. The 
physician should not only earn and deserve this indi- 
vidual trust, but he must also be concerned with de- 
veloping in the whole community a desire for the kind 
of service which favors the greatest utilization of his 


skill. 


Role of the General Physician 


In spite of remarkable developments in specialist 
services, the general physicians of the nation are still, 
and will continue for many years to be, responsible for 
the greater part of the medical care of the people. 

They are still responsible for 75 percent of the total 
pediatric care (in many places, almost 100 percent) 
and 76 percent of the obstetric care (in many places 
over 90 percent). It is reasonable to assume that gen- 
eral physicians are carrying responsibility for the 
greater part of such psychiatric service as is being pro- 
vided today; and it may also be assumed that general 
physicians are furnishing the major part of medical 
care in such fields as gynecology, dermatology, and 
urology. 


In the broad and basic area of internal medicine, de- 
spite the fact that more than 12,500 full specialists are 
now practicing in this field, no one would seriously dis- 
pute that general physicians in the aggregate still carry 
responsibility for most diagnosis and treatment. In 
certain parts of the country, particularly rural, they are 
virtually 100 percent responsible. Today, 36 percent 
of the entire population of the United States live in 
places where this is the case. 

Fifty years ago the American family physician was 
a friend of the family from one generation to another. 
He brought to his patients whatever the science of 
medicine had to offer at that time. From a technical 
standpoint this was quite meager compared with what 
medicine can offer today. One physician was about as 
well qualified as another. 

During the past half century, however, population 
mobility and medical advances have vastly altered this 
picture. Families and physicians today move about 
the country to a far greater extent than they did in 
1900. Hence it has become more difficult for the 
physician to know his patients well. And medical 
practice reflects quite unevenly the many discoveries 
of medical science. Physicians have mastered the new 
techniques to a varying degree and their services are 
by no means equally available to all people. 

A host of new methods for the diagnosis and treat- 
ment of disease has followed upon advancing knowl- 
edge. The X-ray, the electrocardiograph, modern bio- 
chemical tests and numerous other applications of sci- 
ence have tremendously improved the physician’s 
ability to make an accurate diagnosis. Likewise, 


23 


phenomenal progress in surgery, hormone therapy, 
antibiotic therapy, and physical medicine as well as in 
other aspects of practice, has greatly enhanced the 
power of physicians to treat diseases successfully. 


Specialization 


The increasing number and the growing complexity 
of diagnostic and treatment measures have forced 
more and more doctors to specialize. No one person 
can any longer qualify himself in all the new tech- 
niques. As each special field has become defined, the 
physicians engaged in it have sought to establish and 
maintain standards, and to set some mark of achieve- 
ment for recognition as a specialist. While not all 
specialists in the United States are “certified”, Spe- 
cialty Boards have been organized to certify physicians 
who are qualified. 

Eighteen such Specialty Boards have banded to- 
gether in the Advisory Council of Specialty Boards 
which includes: Anesthesiology, Dermatology and 
Syphilology, Internal Medicine, Neurological Surgery, 
Obstetrics and Gynecology, Ophthalmology, Orthopedic 
Surgery, Otolaryngology, Pathology, Pediatrics, Physi- 
cal Medicine, Plastic Surgery, Preventive Medicine and 
Public Health, Proctology, Psychiatry, Radiology, 
Surgery, and Urology. 

Some Boards have established subspecialties so that 
the total number of specialties and subspecialties now 
amounts to 30. In general, each Board sets standards 
of training for admission to an examination given by 
the Board. If the candidate successfully completes his 
training and passes his examination he is certified in 
the specialty. The title “certified specialist” gains 
for him a certain recognition among his colleagues 
and easier access to hospital staff appointments. 

Between 1923 and 1949 the percent of all active 
physicians who were specialists increased from 11 to 
31. The growth of specialization will be further 
discussed in the chapter on specialization. 


Paramedical Personnel and Hospitalization 


Advances in medical science and in the application 
of medical science have stimulated the development 
of a sizable corps of dentists, nurses and paramedical 
personnel—X-ray technicians, laboratory technicians, 
physical therapists, and many others. These make 
possible the best and most economical use of present 
knowledge in the diagnosis and treatment of disease. 
Although the physician occupies the position of leader- 
ship on the health team, he is increasingly dependent 
upon the abilities of his colleagues. 
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Not only highly trained personnel but elaborate 
facilities are often required for the delivery of the 
best medical service. Hospitals, especially the metro- 
politan hospital with its staff of expert teams, have 
become the locale for the practice of the most complex 
medical techniques. 

The American people have become profoundly con- 
scious of what modern medicine has achieved scien- 
tifically in the diagnosis and treatment of disease. 
Their demand for high quality service has encouraged 
specialization and hospitalization. 


Unequal Distribution of Services 


But recognition of imperfections in this develop- 
ment is also growing. The excellent technical service 
furnished by the medical center in the metropolitan 
area does not reach all the population. Disparity 
between what is offered to those who can gain admit- 
tance to such a center and what is offered to those 
who cannot, especially those living in rural areas, 
provokes increasing criticism. The American people 
want the best medical care for all and there is much 
dissatisfaction with the present gross inequity in the 
distribution of service. 

Part of this uneven distribution of service arises from 
the actual unavailability of personnel and facilities 
in certain areas of the country, and part from the in- 
ability of many individuals to meet the high cost of 
care when it is available. Also, a few centers suffice 
to provide rarely needed specialized services. In re- 
cent years substantial attempts have been made to deal 
with the high expense of good quality medical care— 
both through the prepayment principle of spreading 
the cost and through systematic effort to minimize cost 
by improving the organization of service. However, 
the inabilty of large segments of the Amercan people 
to obtain the best in diagnosis and treatment of 
disease—both because of its expensiveness where it is 
available and its actual unavailability in many parts of 
the country—remains a serious problem. 


Depersonalization of Medical Services 


Also, in becoming an expert technician the modern 
doctor appears to have lost some of that closeness to 
people which characterized his forebears. A too ex- 
clusive concern with improving his skill seems to have 
directed his attention away from the importance of 
establishing firm personal relationships with his 
patients. As a result the patient’s confidence in his 
physician is sometimes obstructed, not through lack of 
respect for his technical ability, but through failure 
to emphasize sufficiently the personal relationship. 


New Interest in General Physicians 


Awareness of the impersonalization of medicine is 
now re-awakening interest in the responsibility of a 
personal general physician. In most instances this 
general physician can care for health problems en- 
tirely from his own competence. When necessary, how- 
ever, he must be able to call upon every resource which 
modern medicine can offer. One of his major con- 
tributions is continuity of care. He knows the patient 
in sickness and in health and maintains supervision 
throughout. 

The particular functions of a general physician nat- 
urally depend a great deal upon where he is practicing. 
For example, the general physician in a metropolitan 
area will usually refer a patient for certain minor sur- 
gical procedures to a readily available, highly skilled, 
specialist colleague; whereas the general physician 
in a remote rural area will carry out these proce- 
dures himself as best he can, referring the patient 
for specialist care only in the event of more difficult 
problems. Practical circumstances force the rural gen- 
eral physician to assume more technical responsibility 
than his big-city colleague need assume. However, this 
differential in function is diminishing with the spread 
of modern hospital and specialty practice out from 
the metropolitan areas into the smaller cities, and with 
improvements in transportation from rural areas into 
cities. 

A precise definition of the extent to which the gen- 
eral physician should undertake certain activities, such 
as various surgical procedures, has yet to be made. 
_ Obviously the exigencies of the situation in medical 
practice will determine this for some time to come. 
However, recognition is growing that some definition 
of the role of the general physician must be achieved, 
a definition based upon patient needs rather than upon 
any advantage to the physician. Any desire on the 
part of the general physician to “carve out a place for 
himself” through extending his sphere of activity into 
realms where specialty practice is clearly superior must 
give way ultimately to the interests of the patient. 
This fact, of course, does not lessen the primary re- 
sponsibility of the general physician, which is con- 
tinuing supervision of the health of his patients, and 
better diagnosis of those who are sick. 


Quality of Medical Care 


In the interest of competent service for the diagnosis 
and treatment of disease, recent investigators have 
sought to develop measures of the quality of medical 


care. One attempt was based upon an analysis of 
medical records for cases in which some standard of 
care could be defined. The purpose was to determine 
how closely the care which was actually given and 
recorded met this standard. In other investigations 
the rate of certain common procedures, such as appen- 
dectomy, in one hospital has been compared with that 
in other hospitals serving a similar population, and 
the relevant morbidity and mortality studied. Thus, 
it may be determined whether excessive or insufficient 
use is made of the particular procedure. 

Such measures of the quality of medical care, though 
crude, focus attention on gross deficiencies and help 
to raise standards of service to the highest possible 
level. Systematic and periodic audit of medical prac- 
tice conducted by professional peers may well become 
one of the important factors in the maintenance of 
high quality service. 

Many practices which detract from the quality of 
medical care and which have long been considered 
unethical by the medical profession relate to the mat- 
ter of fees for services and their division among those 
involved in caring for a patient. Within the past few 
months the American College of Surgeons 7 again called 
attention to several of these practices in order to de- 
nounce them. Among those cited were fee-splitting, 
i. e., the secret division of a fee between two physicians, 
usually a referring physician and a surgeon; and 
ghost surgery, i. e., deception of a patient as to the 
identity of the physician who performs an operation. 
In ghost surgery the patient is led to believe that his 
family physician performs the operation whereas he 
actually employs another physician to do the work 
after the patient is anesthetized. A third unethical 
practice listed by the American College of Surgeons 
was the payment of rebates to physicians who refer 
patients for technical services, e. g., laboratory services 
or appliances. 

The recent past president of the American Medical 
Association? condemned the practice of some physi- 
cians who increased their fees to an excessive amount 
when the patient has some coverage by an insurance 
policy which pays a fixed amount for particular pro- 
cedures. This practice merely increases the income 
of the physician without reducing the financial burden 
on the patient. 

The executive medical officer of a large labor health 


1 Bulletin of the American College of Surgeons, Vol. 37, No. 3, 
p. 233, September—October 1952. 

2 Journal of the American Medical Association, Vol. 148, No. 
12, p. 1036, March 22, 1952. 
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plan * has recently reported a widespread situation in 
which there are “services performed by physicians who 
know they are not qualified for certain work, but who 
will attempt almost anything in order to retain the fee. 
The results are often gruesome.” He further re- 
ported that there was “unnecessary surgery performed 
by reasonably competent physicians who know better. 
but want the money.” 

Professional organizations have taken the leader- 
ship in rooting out these practices and have been a 
most important factor in maintaining medical ethics. 


Continuing Education 


Another means of elevating standards of care, and 
one which is increasingly popular in this country, con- 
Physi- 
cians in practice in many parts of the United States 
now may participate in formal or informal courses 


sists of postgraduate or refresher education. 


of instruction, thus keeping abreast of current advances. 
The extent to which this type of continuing education 
is offered varies from State to State. Fairly com- 
prehensive and stable programs have been developed 
in some regions; in others very little is available. The 
Academy of General Practice has made a minimum 
amount of continuing education work each year a con- 
dition for membership. 

In addition to such more or less formal courses of 
instruction, regular participation in a hospital staff 
contributes a great deal toward keeping the physician 
on a par with his colleagues. The fact that so many 
general physicians, both in cities and in rural areas, 
today do not hold hospital staff appointments, means 
that they are isolated from the mainstream of medical 
progress. 

A recent study of medical care in Baltimore, for ex- 
ample, disclosed that only 56 percent of general physi- 
cians (nonspecialists) had a firm hospital affiliation 
recognized by both hospital and physicians alike. 
One-half of the remaining nonspecialists had definitely 
no affiliation, while for the remaining physicians the 
affiliation was so tenuous that either the hospital or 
physician did not recognize it. 


*United Mine Workers Journal, Vol. 63, No. 19, p. 5, October 
1, 1952. : 
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Increasing limitation of hospital practice to special- 
ists by governing bodies of hospitals has tended to 
encourage this segregation. The recent creation of 
“departments of general practice” in some hospitals 
represents one attempt to reverse this trend. In any 
event, some means for regular contact of physicians 
with their colleagues through common hospital affili- 
ation represents an important element in maintaining 
quality of care. 

In the field of diagnosis and treatment of disease 
the following needs may be cited: 

(1) The need for extending the benefits of modern 
medicine to all of the population with attention both 
to the distribution of personnel and facilities and to 
meeting the cost of service. 

(2) The need for maintaining and improving the 
quality of care through such means as establishing 
the appropriate role of the general physician, con- 
tinuing education, affiliation of every physician to a 
hospital, and proper use of paramedical personnel. 


Comments 


By and large diagnosis and treatment as the oldest 
and best established of the health services is highly 
developed in America. It has benefited greatly from 
the advances in medical education and research. This 
is the branch of health service in which the public 
shows an avid interest. Any proposed new treatment, 
whether this be for anemia, congenital heart disease 
or cancer, is taken up by the lay press and eagerly fol- 
lowed by the public. Both the knowledge and the 
availability of new drugs spreads rapidly. 

The public too insists upon the best in medical 
treatment regardless of cost. 
demand for specialized 


There is an increasing 
services. Specialists and 
medical centers are well patronized. Those who can 
afford the best get the best. | 

Most of the deficiencies with regard to diagnosis and 
treatment have to do with inequality in the distribution 
of these services and their unavailability to large seg- 
ments of the population because of the high cost. 
These questions will be discussed in other sections of 
this report, especially those dealing with the supply of 
health personnel, ways to meet the needs for health serv- 
ices, and trends in financing personal health services. 


REHABILITATION 


In the United States the physical havoc of two world 
wars together with the wear and tear of wartime high- 
gear industrialization brought about a renewed interest 
in rehabilitation. The visibly increased army of the 
handicapped led to legislative action in Washington 
which in turn was followed by organized activity in 
many quarters. The whole pattern of rehabilitation 
has changed within a single generation. 


The Rehabilitation Movement 


Rehabilitation has, in a sense, been practiced for a 
long time. As early as 1904 the National Tuberculosis 
Association began to put emphasis on the total bed-to- 
job care of the patient, coupled with a broad program 
of prevention. Even before that time, institutions for 
the blind, the deaf, and certain other severely disabled 
persons began to appear. But only in recent years 
have we become more successful in retrieving for the 
handicapped a larger degree of useful living. 

In many communities and in whole parts of the globe 
sickness and misfortune get to be the constant compan- 
ions of daily living. People come to terms with them. 
Recently, medical practitioners have more and more 
taken into account the helping hand that family, friends, 
and the community in general provide in making life 
tolerable for the sick. Physicians are beginning to 
take advantage of socially restorative forces. The 
medical men who cure and the community which sus- 
tains are beginning to cooperate. 

Physicians are learning to see their patients not as 
isolated individuals but as human beings in a social 
situation. The doctor is taking a greater interest than 
ever before in the way a patient functions in the com- 
munity. To restore the patient to health means to re- 
store him to his function in society. 


Modern Miracles 


One physician tells of a Nisei girl 24 years old, a tex- 
tile designer, who in an automobile accident dislocated 
her spine, transecting the spinal cord. Her body was 
more than half paralyzed and without sensation, from 
Finger reflexes were half out. Then 
In seven months the patient 
Tremendous basic physical 
It is impossible to tell what 


the breast down. 
‘medical science got busy. 

could sit in a wheel chair. 
difficulties were overcome. 
people can do until they are given an opportunity. The 
occupational therapist fashioned a leather mitten for 
this girl’s hand, made some holes in it and put a thong 
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around the contraption that the patient could fasten 
with her teeth. Then the occupational therapist put a 
paint brush in her hand, and again the girl could paint. 
A textile designer and interior decorator saw her work 
and said “We will buy all she can do at home.” 

Take an even more difficult case. Four or five years 
ago a child, 16 months old, a paraplegic with a cleft 
spine, was brought into a New York hospital. The 
child’s body had not grown in proportion to the size 
of his head. The infant was considered a hopeless case 
and nobody paid any particular attention tohim. Then 
a man with faith in rehabilitation arbitrarily selecte4 
this child for special attention as a test case; the baby 
was brought to the gymnasium. All kinds of people 
began to work on him and show him some affection. 
He responded and started to eat. In 3 weeks he began 
to say afew words. He was fitted out with long braces 
and pelvic bands. Special parallel bars were built so 
the child could stand. When the muscles began to bear 
weight they began to grow. Let us finish this story in 
the physician’s words: 

I saw this youngster last week, now in kindergarten. He 
is about so high, he is as bright as a dime, he walks vath a 
swinging gait on crutches, as fast as the other children can 
walk with whom he plays. He has a completely automatic 
bladder and there is no reason in the world why that child 
cannot grow up to be a dignified self-supporting citizen. 

Someday the mature specialist by precept and example will 
teach the undergraduate medical student that it is just as glam- 
orous to take an old hemiplegic out of a wet bed and teach him 
to be dry, dress himself and walk and 9 times out of 10, to get 
him out of the hospital, as it is to lance a boil or give a shot 
of penicillin, or remove an appendix. Until the young physician 
begins to feel an inner sense of satisfaction, he will not come 
into the rehabilitation program. 


Extent of Disabling Conditions 


In this Nation, there are no entirely reliable esti- 
mates of the number of persons currently disabled or of 
the number requiring rehabilitation services. No com- 
plete survey of the extent of disability has been con- 
ducted. However, insight into the extent of the prob- 
lem has been obtained through such studies as the 
National Health Survey of 1935-36, the Federal Se- 
curity Agency-Census Bureau surveys of disability in 
1949, and 1950, and through Selective Service. In- 
dustrial accident and workmen’s compensation data, 
vocational rehabilitation statistics, and surveys of the 
prevalence of specific diseases with handicapping con- 
ditions also add to our information on the subject. 
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It has been estimated that in the United States today 
there are perhaps 28 million persons of all ages who 
have some type of chronic disease or impairment. 
Most of these persons, however, are not disabled in 
that the condition is not serious.enough to handicap 
them substantially. In a report on the performance 
of physically impaired workers in manufacturing in- 
dustries, the Bureau of Labor Statistics estimates that 
between 5 and 6 million persons of working age have 
disabilities serious enough to present difficulties in find- 
ing suitable jobs. The Office of Vocational Rehabili- 
tation estimates that approximately 2 million persons 
have disabilities requiring rehabilitation services to 
make them employable. Of this group, approximately 
one-fifth are estimated to be so severely handicapped 
that comprehensive rehabilitation services at special- 
ized facilities are considered necessary. 

Each year, as a result of disease or accident, about 
250,000 persons of working age become in need of 
vocational rehabilitation. 

Military and other injuries dramatized the prob- 
lem of disability and finally forced legislative and re- 
medial action, but the major cause of handicapping 
is chronic disease. Chronic disease accounts for 88 
percent of all cases which could benefit from rehabili- 
tation. Congenital conditions add 2 percent. Occu- 
pational accidents and injuries, broadly construed, give 
rise to 5 percent of the total disability problem. Other 
accidents, including those in the home and on the high- 
way, represent another 5 percent. But disease supplies 
the steady backlog of incapacitation. 

Throughout the Nation, nursing homes, chronic dis- 
ease hospitals, and domiciliary institutions are filled 
with many thousands of disabled persons who might 
be restored to self-care or enabled to live outside 
institutions if adequate rehabilitation services were 
available. 


Legislation 


Following World War I, a Federal law was passed 
for the rehabilitation of the disabled soldier. In 1920, 
growing concern about the increasing numbers of 
workers injured in our expanding industries culmi- 
nated in the enactment of Federal government legisla- 
tion for a Federal-State program of vocational rehabili- 
tation for civilians. These early efforts gave little at- 
tention to health, but a great deal of attention to job- 
training. The rehabilitation program of 1920 tried 
to get around the disability by helping the injured to 
find work. No attempt was made to reduce or limit 
a handicap through medical services. 
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From the time of these initial programs until the out- 
break of World War II these early positive gains were 
never lost but there were no dramatic new steps for- 
ward. Then came the Social Security Act of 1935, 
charging the Children’s Bureau with responsibility for 
carrying out a Nation-wide program to aid crippled 
children. This opened a new field. 

In 1943 the Congress passed the Barden-LaFollette 
amendment to the Vocational Rehabilitation Act—an- 
other milestone in the development of the Federal-State 
program. The amendment authorized the Federal Gov- 
ernment for the first time to share in the purchase of 
surgical and medical services for men and women whose 
disability could be reduced or eliminated; it also broad- 
ened the program to permit services to the mentally ill. 
Medical effort was definitely enlisted to do its share in 
rehabilitation. 


Elements of the Movement 
Public Agencies 


Since 1920, the Office of Vocational Rehabilitation, 
now in the Federal Security Agency, has administered 
a Nation-wide Federal-State program of rehabilitation. 
Both in comprehensiveness of service and number of 
persons served, the program is a far-reaching one. It 
aims to keep pace with the growing concept of rehabili- 
tation, and with the development of increased coopera- 
tion from voluntary community groups. 

In all, 677,000 handicapped persons have thus far 
been rehabilitated through the Federal-State program; 
466,500 since 1943, when legislative action permitted a 
broadened program including medical services. The 
year 1951 marked a new record—66,200 Americans 
channelled into productive occupations suitable to their 
capacities. This represents a substantial accomplish- 
ment, but there is still much to be accomplished in view 
of the huge backlog of 2 million persons requiring voca- 
tional rehabilitation, swelled each year by 250,000 ad- 
ditional men and women who need these services. 

Other national public agencies concerned with the 
handicapped include the Children’s Bureau of the 
Social Security Administration, which administers 
grants to State crippled children’s agencies for provid- 
ing services for crippled children, particularly with 
such conditions as poliomyelitis, rheumatic fever and, 
cerebral palsy; the United States Employment Service, 
Department of Labor, with its national system of State 
employment services, providing counseling, testing, 
and selective placement for handicapped persons; the 
President’s Committee on National Employ the Physi- 
cally Handicapped Week, which conducts a program of 


public information and education; the Veterans Ad- 
ministration, which provides a comprehensive program 
of rehabilitation services for disabled veterans; the 
Department of Defense, which through its medical 
components does rehabilitation work for injured serv- 
ice men and women, and which employs disabled 
civilians, as well as personnel disabled on active mili- 
tary duty; and the United States Civil Service Com- 
mission, which establishes standards for employment 
of the disabled in the Federal service. 


Private Agencies | 


A growing number of voluntary agencies serve the 
disabled. Some, such as the National Society for 
Crippled Children and Adults, are national in scope 
and serve many different types of disabled persons. 

Other national organizations serve only patients with 
a single type of disability. The National Foundation 
for Infantile Paralysis, for example, provides medical 
and other services for poliomyelitis patients and sup- 
The National Tuber- 
culosis Association conducts a variety of services for 
the tuberculous, including rehabilitation and employ- 
ment. These and similar organizations have chapters 
or affiliates in most communities throughout the 
~ country. 


ports related training programs. 


The American Heart Association, American Cancer 
Society, National Epilepsy League, American Diabetes 
Association, National Multiple Sclerosis Society, Arthri- 
tis and Rheumatism Foundation, American Foundation 
for the Blind, National Industries for the Blind, and 
many other organizations conduct programs designed 
to cope with specific disease and disability problems. 
Many have long and honorable records of achievement. 
It is through the initiative of these organizations that 
many cardiacs, diabetics, blind, and innumerable oth- 
ers, who in many respects may seem normal, also get 
their share of attention. By no means all or even the 
majority of rehabilitants show outward signs of their 
infirmity. Paralytic cases are important, but so are 
the disabled who exhibit no obvious malformation. 

Although nearly all of these voluntary organizations 
provide important services that contribute to rehabili- 
tation, they do not necessarily include a total rehabilita- 
tion program. However, the work accomplished by 
the voluntary agencies serves as an invaluable supple- 
ment to the public program. The millions of people 
throughout the many communities of our country who 
support these voluntary health organizations are a most 
potent force in developing understanding and support 
for the expansion of rehabilitation work. 


One more illustration of voluntary effort is the work 
of Mr. Bernard Baruch. Early in World War II, he 
became convinced that we were not making full use of 
physical medicine in the rehabilitation of the injured 
soldier or of the civilian injured through accident or 
disease. 

Determined to do something about this, Mr. Baruch 
in 1943 invited a committee of 40 scientists to draw up 
a plan for the development of physical medicine in this 
country. In 1944, he founded the Baruch Committee 
on Physical Medicine, with three objectives: (1) in- 
creasing the number of physicians trained to teach and 
use physical medicine; (2) more extensive basic and 
clinical research in physical medicine; and (3) proper 
use of the findings in relation to wartime rehabilitation 
and peacetime preparedness. Grants and fellowships 
offered by the Baruch Committee did much to stimu- 
late greater interest in both training and research in the 
field of physical medicine and rehabilitation. 

One outstanding contribution of the Baruch Com- 
mittee on Physical Medicine has been the preparation 
of comprehensive blueprints for the creation and ex- 
pansion of rehabilitation centers, with standard 
services and therapies included. This Committee and 
other private efforts have been a potent force in push- 
ing forward the whole broad frontier of modern 
rehabilitation. 


Insurance and Related Coverage 


The steady growth of disability insurance coverage 
and compensation plans has been a factor in rehabilita- 
tion to the extent that these plans provide funds to pay 
for rehabilitation services. They serve many persons 
who, 10 years ago, would not have been able to meet 
such expenses. These plans include medical and hos- 
pital insurance programs, workmen’s compensation 
benefits, aid to the permanently and totally disabled 
under Social Security benefits, and payments to mem- 
bers of labor unions and théir families. 

In recent years certain insurance companies have 
taken an active part in rehabilitation. One company, 
for example, established a rehabilitation center in 
Boston about 9 years ago to provide rehabilitation 
services for injured workmen found eligible for com- 
pensation in the various States in which the company 
operates. Encouraged by its success, the same organ- 
ization recently opened a second rehabilitation center 
in Chicago. 

Washington and Rhode Island are each supporting 
State rehabilitation centers to provide services for 
workers eligible for rehabilitation under Workmen’s 
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Compensation. Ohio recently advanced $300,000 to 
its State University for this purpose. 

The work accomplished through the rehabilitation 
program of the United Mine Workers Welfare and 
Retirement Fund has become a focal point of Nation- 
wide attention. Professional services in the hospital 
paid for by the fund include hospital costs for patients 
requiring physical rehabilitation. In addition, the 
fund provides rehabilitation and maintenance aid to 
eligible disabled miners or the dependents of miners who 
are undergoing physical and vocational rehabilitation. 
Tn every case, the fund endeavors first to have public 
agencies assume the responsibilities, and only when 
this is not possible are fund resources used. Where 
vocational guidance, counseling, training, and job 
placement are involved, the fund refers the case to pub- 
lic or voluntary agencies, since these services are not 
provided under fund auspices. 

As of December 31, 1951, 1,024 United Mine Worker 
patients had been or were receiving care in special 
centers. Close collaboration is maintained between the 
United Mine Workers Welfare and Retirement Fund, 
the Office of Vocational Rehabilitation, and other pub- 
lic and voluntary organizations for the purpose of 
fitting the miner into the various State and voluntary 
programs available to him, to assist him with commu- 
nity adjustment, and to make sure that services are 
concentrated upon the specific needs of the individual 
miner. 


Rehabilitation as a Means of Lessening 
Dependency 


Combating dependency is a major objective of re- 
habilitation. Out of every $100 of national income, 
over $1.00 goes to support persons through public 
assistance. Many of those who cannot support them- 
selves because of disablement must depend upon public 
assistance or private charity for their very existence. 

In 1950, amendments to the Social Security Act 
broadened the term, “public assistance,” to include the 
permanently and totally disabled. Little more than a 
year later, the Bureau of Public Assistance reported a 
total of more than 124,000 persons on the Aid to 
Permanently and Totally Disabled rolls. According to 
estimates received from the States, the Bureau expects 
that by January 1953, approximately 161,000 persons 
will be receiving such assistance at a total cost of $93 
million annually. 

In December 1951, nearly 600,000 families, includ- 
ing about 1,500,000 children, were receiving financial 
assistance through the Federal-State program of Aid 
to Dependent Children. Payments to these 600,000 
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families amounted to nearly $45 million in that 1 
month—an average of about $75 per family—or a 
yearly amount of close to $540 million. Approxi- 
mately one-fourth, or almost 150,000 of the families 
that receive aid through Aid to Dependent Children 
program are on the rolls because of the disability of 
the parent or guardian. This represents an annual 
outlay of over $125 million for support of families of 
the disabled. 

Through a third program of Federal-State public 
assistance—Aid to the Blind—more than 97,000 in- 
dividuals were receiving aid in December 1951. 
Average monthly payments to these persons amounted 
to $48, bringing the annual payments to nearly $60 
million a year. It is estimated that probably one- 
fourth of the blind helped through this program could 
become partially or wholly self-supporting. 

In providing public assistance for the so-called per- 
manently and totally disabled, Congress wisely recog- 
nized that some of the individuals added to the public 
assistance rolls could be returned to self-support 
through rehabilitation. The conference report on this 
legislation points out: 

With the authorizations for an assistance program to cover 
this group, it is believed that the State public assistance 
agencies will work even more closely than ever before with 
State rehabilitation agencies in developing policies which will 
assure that every individual for whom vocational rehabilitation 
is feasible will have an opportunity to be rehabilitated. To the 
extent that such efforts are successful, the assistance rolls will 
be lowered. 

There is a growing interest in many States in estab- 
lishing rehabilitation teams to evaluate the rehabilita- 
tion potential of every disabled parent of needy chil- 
dren. As one of the many examples of transforming 
individuals and their families from tax consumers to 
tax producers, the State rehabilitation agency in New 
Mexico in 1951 rehabilitated 40 persons whose ina- 
bility to work due to disability necessitated Aid to 
Dependent Children payments. 
at the rate of $34,242 a year. The rehabilitation costs 
were $10,536. In West Virginia, during the same 
year, the disabled members of 376 families receiving 
public assistance were rehabilitated. These families 
were receiving annually about $225,000 in assistance 
payments. It cost less than this amount to rehabilitate 
them. Now they not only are off the public rolls but 
are earning about $500,000 a year. 

Properly applied and followed through, rehabilita- 
tion can help substantially to reduce the burden 
imposed on our economy through public assistance pro- 
grams for the disabled and the hospitalization of the 
chronically ill. The rehabilitation potential of handi- 
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capped individuals now dependent upon public support 
is considerable. 

It should, however, be stressed that the gains from 
rehabilitation programs are not limited to economic 
ones. More important than money saved are social 
and humanitarian benefits. 


Principles Involved 


Total Medical Care 


Because rehabilitation has developed so rapidly in 
recent years and because so many disciplines now play 
a role in it, no one definition of the term has received 
universal acceptance. According to one definition, 
rehabilitation is the restoration of the handicapped to 
the fullest physical, mental, social, vocational, and eco- 
nomic usefulness of which they are capable. 

Rehabilitation thus construed implies a broadened 
conception of medical care. Dr. Alexander Aitken has 
expressed well just what total medical care means to the 
medical profession in the September 1952 issue of 
Surgery, Gynecology, and Obstetrics: 


There can be no denial that medicine as practiced at the 
present time in these United States has no equal throughout the 
world. The surgical handling of the acute traumatic case has 
reached a plane never before attained. This is due in part to 
the stress laid upon the importance of adequate first aid, the 
transportation of the injured, and the standardization of hos- 
pitals.- It is due in large measure to the tremendous strides 
made in the surgical handling of the various traumatic lesions 
aided immeasurably by the discovery of the antibiotic 
dragsyt heen * 

Unfortunately, rehabilitation of the patient does not end with 
the healing of the surgical wounds. Much more must be done, 
far more than is now appreciated by the medical profession in 
general. Failure to recognize the importance of adequate sur- 
gical or medical aftercare represents one of the major weak- 
nesses of modern-day medicine. 

One of the best examples of the deficiency of present-day 
aftercare is the treatment given the average civilian amputee. 

Legion are the surgeons who can perform excellent amputa- 
tions. Pitifully few are those who can supervise the procure- 
ment and fitting of an efficiently functioning prosthesis. This 
problem, left usually up to the prosthesis maker whose primary 
interest is the sale of the apparatus, is truly a medical problem 
and should be so handled. What may be said of the deficiencies 
in the handling of the amputee can also be said to some extent 
about the aftercare of the average case of trauma. 

Failure to comprehend the value of adequate aftercare stems 
largely from our basic training. The modern medical school 
devotes its time largely to the field of the diagnosis and treat- 
ment of the acute lesion. Rarely is any instruction given, either 
in the field of medicine or surgery, to the treatment of the in- 
dividual, once the emergency has passed. The training of the 
interns and residents, again, is one of instruction in treatment 
while the patient is hospitalized. 

Once the patient leaves the hospital, he is on his own to 


rehabilitate himself as best he can. Postgraduate training as 
presented by medical schools, hospital stafls and medical so- 
cieties again stresses the importance of accurate diagnosis and 
technique in the management of the acute condition. Nowhere 
does there appear to be a profound appreciation of the patient’s 
over-all problem. How many patients discharged from the 
hospital as “cured” really are cured in the true sense of the 
word? 


A Subcommittee on Industrial Relations of the 
American College of Surgeons, in trying to find basic 
points of agreement among labor, industry, government, 
and medicine in the matter of rehabilitation, set forth 
five basic principles: 


1. Rehabilitation of the injured worker and his return to gain- 
ful employment should be the basic concept in an improved 
workmen’s compensation system. We recognize that the dis- 
abled worker wants to be rehabilitated and restored to gainful 
employment. Settlement of cases on a basis of cash awards 
alone does not meet the continuing needs of the injured worker 
and his family. 

2. The need for higher standards and broadened benefits in 
workmen’s compensation is recognized. Such standards and 
benefits should be developed against the background of pres- 
ently known advances in physical restoration and vocational 
rehabilitation and adequate standards of individual and family 
need. 

3. Full utilization of all our potential manpower is essential 
to the welfare and strength of the country at all times. The 
discarding of disabled workers is an economic extravagance 
detrimental to the welfare of our country, wholly aside from 
the personal effect on the worker and his family. Solution of 
the problems of trauma requires cooperation, and not competi- 
tion, between all interested groups and agencies. We must 
therefore improve and expand all activities, public and private, 
that aid in rehabilitation of the disabled worker. 

4. The medical profession should adopt the concept that the 
responsibilities of the treating physician extend over the entire 
period of disability to the end that the patient is restored to 
gainful employment at his highest attainable skill. 

5. Rehabilitation and restoration to gainful employment of 
the injured worker must begin with first aid and continue 
through the period of disability. In order for a physician to ° 
carry out this responsibility, it is essential for him to recognize 
the total medical problem of the patient in addition to his in- 
jury, as well as his personal problems. The physician must 
bring to bear on these problems all the skills and disciplines 
that science and society can offer, and utilize all community re- 
sources which can assist him in the accomplishment of these 


objectives. 

Total medical care is the medical responsibility of all 
physicians. Rehabilitation is not confined to special- 
ized hospitals or rehabilitation centers. It must be a 
part of the daily working armamentarium of each 
physician. 

Again this does not imply that the physician tackle 
his problems singlehanded. No physician today can 
function properly without a hospital affiliation and 
without help both from the community and from his 
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own trained coworkers. Many hospitals, schools, and 
medical centers could with profit practice rehabilita- 
tion as a part of the enlarged concept of medical 
responsibility. 


Importance of Early Referral 


Authorities are agreed that too much emphasis can- 
not be given to the importance of early referral. Hand- 
icaps resulting from paraplegic conditions or polio- 
mvelitis attract much public sympathy and become 
fixed in the minds of many people as the only types of 
disablement requiring rehabilitation services. How- 
ever, other individuals need rehabilitation including 
those with acute traumatic conditions. Many of these 
become patients for long-term rehabilitation because 
they have not been treated early enough. 

In 1951, 4,258 persons who had been injured on 
the job while under workmen’s compensation coverage 
were rehabilitated and returned to work through the 
State-Federal program of rehabilitation. The average 
time lag between injury and referral to the rehabilita- 
tion agencies was seven years. Contrasted with this 
are the statistics of the Liberty Mutual Rehabilitation 
Center, where direct contact of the company with State 
workmen’s compensation commissions resulted in an 
average time lag of only 6.4 months. This difference 
may represent as much as 5 to 6 million potential man- 
days of labor lost to the Nation as well as years of 
unnecessary physical and mental discomfort to the 
disabled persons. ” 

The burden of responsibility in the vast number of 
cases rests with the general physician or the surgeon 
who initially cares for the patient. A broad under- 
standing of what rehabilitation can do for an indi- 
vidual, recognition of conditions that require rehabili- 
tation services, and assistance to the patient in helping 
with the referral to the proper sources can do much to 
save needless physical discomfort and mental anguish. 


Survival of the Handicapped 


In refusing to let people die, the physician is con- 
stantly making things more difficult for himself. Every 
medical advance confronts him with increasing prob- 
lems. Letting people grow older and keeping those 
who are diseased and injured alive leads to constantly 
new difficulties. 

Take, for example, spina bifida (open spine) in in- 
fants. In the past this has been no problem because 
the mortality rate in the first year of life was so great 
that no one survived. Now these patients are kept 
alive, and occasion such problems as that of the child 
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whose life was saved and whose story was told earlier 
in this chapter. 

It used to be the same with severe abdominal wounds, 
or paralytic strokes. People died quickly and that 
was the end of the problem. Refusal to accept defeat 
leads to challenging problems which are in essence no 
different from those encountered in other spheres of 
human endeavor. 

In saying that under all circumstances life is worth 
saving the physician has set himself incredibly high 
standards. He is now facing these implications and 
finding that on his shoulders is falling the mantle of 
ethical leadership. Many physicians cheerfully accept 
these new social responsibilities. In doing so they 
honor their profession. 


Further Developments and Needs 
Rehabilitation Centers 


The present-day concept of rehabilitation centers is 
comparatively new. It calls for a multidisciplined ap- 
proach, involving not only physicians but many other 
kinds of professional workers. Rehabilitation centers 
are designed to prepare the disabled for more effective 
living. They provide an environment that resembles 
neither a hospital, a school nor an industry—and yet 
is in many respects similar to all three. Services in- 
clude diagnosis and counseling; physical medicine with 
muscle reeducation; testing and fitting prosthetic de- 
vices; adjustment practice; development of special 
abilities; and vocational or prevocational training. 

Some centers are under private community auspices; 
some are parts of hospitals; some have been started 
independently by physicians and surgeons; a few are 
maintained by insurance companies; and two are 
State-operated. 

Probably one of the greatest difficulties in getting 
more of the chronically disabled patients out of the 
hospital and other medical facilities is the lack of 
places to send them for further rehabilitation. This 
is particularly true of those who are very severely dis- 
abled. Recent surveys have indicated that existing 
facilities are generally being used at maximum ca- 
pacity, with at least some rehabilitation centers having 
waiting lists for new admissions. All told, there are 
less than a dozen comprehensive rehabilitation centers 
in existence; they meet only a small fraction of the 
Nation’s needs. Here too, once the demand is tapped, 
it turns out to be enormous. If we are to provide 
vitally needed rehabilitation services, particularly to 
the more severely disabled of our population; if we 
are to make full use of our greater fund of knowledge 


in this field; if we are to do a total job of rehabilita- 
tion—many more well-equipped, well-staffed rehabili- 
tation centers will become a vital necessity. 


Other Facilities 


Other requirements for the disabled include the 
curative workshop, adjustment centers for the blind, 
and sheltered workshops. 

A number of curative workshops are now serving 
handicapped persons. Curative workshops are smaller 
in size of plant, equipment, staff, and scope of service 
than rehabilitation centers. They provide activities 
which will increase muscle strength, range of motion, 
They also 
furnish prevocational work experience and occupa- 
tional adjustments. 

Adjustment centers for the blind offer training and 
orientation designed to prepare persons handicapped 
by blindness to live as fully as possible and to enter a 
suitable vocation. The psychosocial aspect of the pro- 
gram is of extreme importance, for the degree of success 
achieved from additional services depends, to a con- 
siderable extent, on the psychological adjustments of 
the individual. Some 16 permanent adjustment train- 
ing centers operate on a year-round basis, with a few 
others providing services during the summer months 
only, or on a special program basis. It has been esti- 
mated that at least twice as many adjustment centers 
for the blind are needed. 

Sheltered workshops have been developed so that 
disabled people, unable to perform work in normal 
industry, but capable of some productivity, can find 
suitable employment. Some sheltered workshops place 
few restrictions on the type of disability, while others 
confine their program to those with a certain impair- 
ment. The workshops usually provide training in a 
trade, a small income, and an opportunity to develop 
physical stamina, coordination, skill and work habits 
in preparation for regular employment in industry. 

The sheltered workshop furnishes a valuable medium 
for medical research on handicapping conditions in 
relation to such factors as the effect of work stress and 
work potentialities. The Altro Work Shop in New 
York, serving persons handicapped by heart disorders 
and by tuberculosis, has long been a pioneer in this 
field. Through the creation of a workshop built around 
the needs of specific disease categories, it has been pos- 
sible to have a controlled situation, which is in effect a 
research as well as a service project. Among the largest 
groups of workshops are those affiliated with Goodwill 
Industries of America with local units in 101 com- 
munities in this country, and the National Industries 


and work tolerance for disabled persons. 


for the Blind, which has 52 affiliated workshops in 
various localities in the nation, employing more than 


2,500 blind workers. 


Hospital Rehabilitation Extensions 


A great need exists for the establishment of Depart- 
ments of Physical Medicine and Rehabilitation in gen- 
eral hospitals, where patients with acute cases and with 
residual difficulties can receive treatment. The average 
community hospital of 200 beds or more could profit- 
ably set aside perhaps 20 percent of its beds for con- 
valescent and rehabilitation care. One of the most 
serious obstacles facing hospitals interested in estab- 
lishing such a department lies in the extreme shortage of 
specialists in physical medicine. 

The Commission on Chronic Illness recently sent a 
questionnaire to 2,600 general hospitals to determine 
whether or not they had rehabilitation facilities. 
Among the 1,600 who replied, only 19 had any bed 
allocation for rehabilitation service; and very few of 
this number actually had comprehensive service within 
their departments. 

In November 1950, a Physical Medicine and Re- 
habilitation Department was established at Gallinger 
Hospital in Washington, D. C., as a joint undertaking 
of the United States Public Health Service, the District 
of Columbia Office of Vocational Rehabilitation, and 
the District of Columbia Health Department. During 
the year prior to the formation of this new department, 
orthopedic cases spent an average of 55 days in the 
hospital. During the first year of operation of the 
new program, the average length of stay of the ortho- 
pedic case dropped to 33 days. In view of the fact that 
each patient-day costs the District $12.50, the savings 
in 1 year due to reduced length of stay amounted to 
$122,000 for orthopedic patients alone. 


Research 


Due to the absence of any central reporting system 
for research in rehabilitation, comprehensive statistics 
are not available. 

Twenty-seven projects reported by the National Re- 
search Council received support from ‘various Federal, 
private, and voluntary agencies. Of these grants, the 
National Foundation for Infantile Paralysis provided 
five; philanthropic foundations, six; the Office of Naval 
Research, four; the Public Health Service, four; the 
Veterans Administration, four; other voluntary health 
agencies, four. Included were projects in blindness 
and eye conditions, deafness, muscle physiology and 
pathology, neurological disease, other chronic diseases, 
and psychiatry and psychology. 
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The National Institutes of Health of the Public 
Health Service administer programs with appropria- 
tions amounting to over $60 million a year. Of this 
total, research grants in 1951 amounted to $17,305,000. 
While most of the emphasis in NIH research is directed 
toward basic research, fundamental solutions in many 
instances lead directly to the prevention of disease or 
the prolonging of life. In 1952, 19 of the NIH re- 
search grants totaling $119,000 were specifically classi- 
fied for rehabilitation purposes. This, however, may 
not be properly considered the total rehabilitation re- 
search supported by this agency. 

To compile a complete list of research needs in re- 
habilitation would be a monumental task. The needs of 
the rehabilitants are as far-reaching as the physical, 
psychological and social needs of normal people and 
their problems are greater. 


Personnel Requirements 


Personnel shortages in the disciplines needed for a 
comprehensive rehabilitation program are a serious 
handicap to expansion of services. 

In view of the fact that the American Board in Physi- 
cal Medicine and Rehabilitation was created as recently 
as 1949, the number of physicians certified in physical 
medicine and rehabilitation is extremely limited. Cur- 
rently, there are 170 diplomates of the American Board. 
Estimates indicate that between 2.500 and 3,000 addi- 
tional physiatrists, specialists in physical medicine and 
rehabilitation, are needed. 

Not only civilian institutions, private practice and 
teaching, but also the Army is experiencing a shortage 
of physiatrists. In June 1951, among 150 hospitals 
and 16 domiciliary homes conducted by the Veterans’ 
Administration, with a total patient load of almost 
125,000, there were vacancies for 56 chiefs of physical 
medicine and rehabilitation, and for 5 assistant chiefs. 
The approximately 90 approved residences available 
in physical medicine and rehabilitation offer encourag- 
ing evidence of educational progress when one con- 
siders that 8 years ago, only 5 approved residencies 
were offered. At least 50 percent of the residences, 
however, go unfilled. 

Expansion of the teaching of physical medicine and 
rehabilitation in the undergraduate curricula of medi- 
cal schools can serve a dual purpose. It can prepare 
the prospective physician to incorporate rehabilitation 
concepts into the future practice of whatever aspect 
of medicine he chooses. It may also serve to interest 
the undergraduate student in selecting the specialty 
of physical medicine and rehabilitation. 

In 1950, of 72 medical schools, 45 reported teaching 
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physical medicine and rehabilitation in the under- 
graduate curriculum. Of these, 37 maintained separate 
departments of physical medicine; 17 medical schools 
reported graduate courses in physical medicine. 
There are urgent needs for more psychiatrists trained 
in rehabilitation procedures. In mental hospitals, 
many of the rehabilitation sections are headed by 
psychiatrists whose special work in rehabilitation is a 
useful addition to their practice of psychiatry. How- 
ever, in a recent survey, 400, or only 5 percent, of the 
psychiatrists indicated that they had experience in 
rehabilitation. 
hospitals and as additional rehabilitation centers are 


As rehabilitation services expand in 


established, there will be increasing demand for dental 
services as an element in a comprehensive approach to 
prevention and treatment of oral and maxillo-facial 
disabilities. 

Shortages of physical therapists to provide service 
in new rehabilitation centers and in new or growing 
physical therapy departments in hospitals and in clinics 
are likewise holding up the development of services. 
Although about 4,700 registered physical therapists 
are practicing in this country at present, with another 
1,800 qualified but not now in active practice, the 
present shortage is estimated at about 1,300. This 
deficiency of key personnel has seriously handicapped 
attempts to plan and staff rehabilitation centers. 
Many facilities have deferred expansion of services for 
lack of therapists, and most hospitals and agencies 
throughout the country report that services must be 
restricted because there are too few therapists. Dur- 
ing the past several years, the National Foundation for 
Infantile Paralysis has contributed over $2 million in 
suport of the training of physical therapists. 

With less than 3,000 registered occupational thera- 
pists now engaged in their profession, the present 
shortage is estimated to be about 4,000. 

These figures reflect only a portion of the professional 
personnel problems involved in the job of overcoming 
disability and restoring the handicapped to employ- 
ment. The practicing physicians in all branches of 
medicine, nurses, psychologists, psychiatric and medi- 
cal social workers, the comparative handful of skilled 
brace makers and other experts in prosthetic devices, 
speech therapists, as well as many other occupational 
groups are all a part of the personnel picture to be 
considered in the task of meeting the needs of the 
handicapped. 

The National Institutes of Health have been an in- 
creasing source of support for the training of rehabili- 
tation personnel. Both the National Institute of Neuro- 
logical Diseases and Blindness and the National 


Institute of Arthritis and Metabolic Diseases offer 
stipends to physicians for training in rehabilitation. 
The National Institute of Mental Health has recently 
completed negotiations with three institutions to pro- 
vide for short-term orientation courses for vocational 
counselors in the mental health aspects of rehabilitation. 
In addition, the National Institute of Neurological Dis- 
eases and Blindness is working with universities 
throughout the Nation to encourage them to incorpo- 
rate courses in rehabilitation counseling in their cur- 
ricula. To date, only three colleges offer training in 
this field, New York, Ohio State, and Wayne 
Universities. | 

The Report of the Task Force on the Handicapped, 
appointed by the Office of Defense Mobilization in June 
1951, points out that planning for expanded rehabili- 
tation and employment of the disabled must provide 
for the training of specialized personnel, through: 
(1) Recruitment and graduate training for more 
physicians, physical therapists, occupational therapists, 
psychologists, and vocational counselors in the tech- 
niques of rehabilitation; and (2) further specialty 
and in-service training of personnel now working in 
this field, aiming at higher levels of skills and the 
development of the “team” approach. 


Goals 


Compensating Values 


Rehabilitation work often brings out compensating 
mechanisms. One may make a useful distinction be- 
tween disability and incapacitation. Often, as in blind- 
ness, the disability remains, but the capacity for useful- 
ness is restored. In certain jobs such as those in the 
darkrooms of X-ray and photographic laboratories it 
has been found that the production of a blind person 
may be substantially higher than that of the sighted 
individual. In many instances it is the incapacity, not 
the disability, that is removed. 

Now that man seeks to live even more fully by pro- 
longing life into old age and by refusing to accept 
handicaps, he will bring out even greater powers of 
compensation latent in man. Beethoven compensated 
magnificently for his deafness, as did Milton and 
Homer for their blindness. Dostoevski was an epileptic, 
Franklin D. Roosevelt had infantile paralysis, Demos- 
thenes started life with a stutter. Shelley, Stevenson. 
and Keats all had tuberculosis. 

For every famous hero-genius with a handicap there 
are perhaps a million unsung heroes who in spite of 
difficulties make a good job of ordinary living. In a 


sense the human race is only now beginning to address 
itself to the problem of finding proper compensations 
for some of the shortcomings of the body and mind. 


Social and Humanitarian Gains 


The economic argument for rehabilitation work is a 
strong one, but the real goal is not a saving of dollars 
and cents. The real goal is human values. Saving life 
and enabling it to do the heretofore impossible requires 
depths of courage and brings out new wellsprings of 
satisfaction. Everyone is heartened by what the handi- 
capped can do in the face of really great difficulties. In 
performing miracles of adjustment they help keep 
others from succumbing to the small and trivial things 
of life. 

A commendable example of community action is 
contained in a program recently formulated in Knox- 
ville, Tenn. Awareness of a growing manpower prob- 
lem, coupled with increased costs of public assistance, 
stimulated the formation of a local committee to study 
the problem. Members included representatives of the 
State rehabilitation agency, the Governor’s Committee 
on National Employ the Physically Handicapped Week, 
employers, organized labor, medicine, United Mine 
Workers Welfare and Retirement Fund, the State Em- 
ployment Service, and all the voluntary and welfare 
groups of the community. The problem was explored. 
and a plan of action formulated. 

Within a few months, more than 100 handicapped 
persons were put to work, a good proportion of whom 
had previously been on relief rolls. More important, 
the program was a continuing one. The people of 
Knoxville have accepted the obligation to work for 
the rehabilitation of the handicapped within their 
community. 

“Operation Knoxville” demonstrates what Federal, 
State, and local agencies working together can accom- 
plish. It is perhaps not the complete answer, but con- 
certed action of this type multiplied many times again 
in communities throughout the Nation will take the 
country a long way on the road to meeting the needs 


of the handicapped. 


Strengthening of the Nation 


Adding to leadership in other aspects of medicine, 
a superiority in rehabilitation techniques could bring 


Rehabilita- 


tion demands a highly developed form of cooperation 


new reserves of strength to this Nation. 


and certain ethical ideals. Only in a democracy is 


there any future for growth and life in which everyone, 
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even the handicapped, have a chance. In helping the 
handicapped we strengthen not only the health but also 
the moral fiber of the Nation. 


Commission Recommendations 
THAT: 


1. An increased number of physicians, dentists, 
nurses, and paramedical personnel be trained in the 
special techniques of rehabilitation—both through ex- 
pansion of facilities and through active recruitment of 
personnel supported by fellowships; and that all health 
personnel be oriented in the concept of total care of 
the patient. 

2. Development of rehabilitation departments in 
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general hospitals wherever feasible, specialized re- 
habilitation centers to serve the most difficult cases and 
to undertake training, and research, be encouraged 
through use of Hill-Burton hospital construction funds 
and other resources. 

3. The Federal-State vocational rehabilitation pro- 
cram be strengthened and expanded through increased 
Federal appropriations and State matching funds. 

4. Critical examination be made of present policies 
in workmen’s compensation, disability insurance plans 
(both governmental and nongovernmental), welfare 
programs, and employment practices with the intent 
of strengthening those policies which favor rehabili- 
tation and abandoning those which impede it. 


SPECIAL HEALTH PROBLEMS 


While comprehensive health services are the ideal, 
some health problems are of such magnitude or of such 
a unique nature that they require special efforts for 
their solution. 

These include several large groups of diseases which 
affect great numbers of people—chronic illness, mental 
illness, and dental disease and defects. Also, there 
are some major problems where personal health serv- 
ices play a lesser role but community action and health 


education are imperative—environmental health prob- 
lems and accidents. 

A long list of individual diseases, for example the 
many chronic diseases, merit and are now receiving 
particular emphasis by professional groups and the 
American public generally. 

The following pages present special health problems 
which deserve concentrated effort during at least the 
next several years. 


CHRONIC ILLNESS 


Introduction 


Chronic disease is now widely recognized as a major 
problem in the United States. Although the seriousness 
of this problem began to be recognized in the 1920’s, 
and was again highlighted by the National Health Sur- 
vey in the 1930’s, the initiation of an active remedial 
and preventive program has come only in the last 
decade. Belatedly, both the health professions and 
the general public have realized that vigorous action 
is needed to put to work the findings discovered over 
the years, and to acquire the additional knowledge that 
will help relieve the suffering and reduce the burden 
created by long-term illnesses. Great backlogs of 
need have accumulated, and are being increased daily 
because insufficient attention has been paid to pre- 
vention of chronic disease and to rehabilitation of 
persons already disabled. 


Size of Problem 


Chronic illness affects persons of all ages. One-sixth 
of the chronically ill are under 25 years of age. Over 
one-half are under 45. More than three-fourths are 
persons between ages 15 and 64. Only about 15 percent 
are over 65. Invalidism (or nearly complete disabil- 
ity) from chronic illness takes a particularly heavy toll 
among those over age 65, but about three-fourths of 
all invalids are under 65 years of age. 

A long list of diseases may be considered as chronic. 


The major causes of long-term illness and impairment, 
however, are: Accidents, arthritis and rheumatism, 
blindness, cancer, cardiovascular diseases, cerebral 
palsy, deafness, diabetes mellitus, epilepsy, mental dis- 
ease, multiple sclerosis, poliomyelitis, syphilis, and 
tuberculosis. 

The total number of individuals with some sort of 
known physical or mental impairment has been esti- 
mated at about 28 million. Most of these either are not 
disabled or have handicaps that call for no special 
facilities or services. A small proportion but a sig- 
nificant number of individuals, however, are so dis- 
abled as to be invalids. Recent surveys indicate that 
about 3 million persons between 14 and 64 years of 
age have long-term disabling illnesses. Applying the 
rates of invalidism as found in the National Health 
Survey to the 1950 population would add 750,000 per- 
sons 65 years of age and over and 90,000 persons 
under 14. Thus almost 4 million persons are invalids 
or disabled for long periods. 


Recent Activities 


In the year 1946 a national movement in planning 
for the chronically ill was initiated. Chronic illness 
In the 


thirties it was unemployment that was bringing people 


had become a major cause of dependency. 


onto the public assistance rolls; in the forties it was 
chronic illness. 
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Figure 7.—Age Variation in the Proportion of Cases and of Days of Disabling Illness From All Causes Classified as Acute and Chronic 
Disability, Eastern Health District of Baltimore, 1938—43. 


With the realization that unless something was done, 
the whole problem with its burden of cost and human 
suffering might reach overwhelming proportions, the 
American Public Welfare Association, the American 
Public Health Association, the American Medical As- 
sociation, and the American Hospital Association joined 
forces to establish a Joint Committee on Chronic 
Disease. 

This committee, composed of representatives from 
each of these associations, made a study in which the 
attention of the Nation was called to the possibility of 
preventing cnronic illness. Prevention was made the 
cornerstone of any future program. Subsequently the 
joint committee transformed and enlarged itself to be- 
come the Commission on Chronic Illness. This com- 
mission, established in 1949, carried out a conference 
on preventive aspects of chronic disease (1951), and 
is planning another conference on the care of the 
chronically ill. 

During this same period there have been State and 
local developments of great significance in the field of 
chronic illness. 

In the first quarter of the century, national concern 
about some of the problems of chronic disease began 
to express itself in the development of national organ- 
izations concerned with specific chronic diseases and 
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conditions. Nineteen such organizations, with their 
State and local member organizations or chapters, have 
done much to extend knowledge of causes, prevention, 
and care. They have also carried on important educa- 
tional activities with professional groups and the gen- 
eral public. Increasingly they are concerned with pro- 
gram planning to improve facilities and services for the 
long-term patient. 

Developments in Federal planning for the control 
of chronic diseases parallel in some ways those in the 
voluntary field. Primary responsibility in this field 
rests with the Public Health Service. Through its 
National Institutes of Health, the Public Health Service 
conducts and sponsors Nation-wide research in the 
major chronic diseases. This research, begun in a 
one-room laboratory in a Marine Hospital in 1887, 
expanded slowly until 1930. Since then Congress has 
authorized the establishment of seven institutes which, 
combined with the new Clinical Center, make up the 
National Institutes of Health. Five of the seven are 
concerned with conditions that are wholly in the field 
of chronic disease—the National Institute of Arthritis 
and Metabolic Diseases, the National Cancer Institute, 
the National Heart Institute, the National Institute of 
Mental Health, and the National Institute of Neuro- 
logical Diseases and Blindness. In addition to these, 


the National Microbiological Institute and the National 
Institute of Dental Research have been created. These 
institutes expend over $60 million a year, one-third of 
which is for intramural research and two-thirds for 
work in non-Federal institutions. Such measures, 
effective as they are in relation to research and some 
other phases of the chronic illness problem, do not 
provide for national planning or for the kinds of 
facilities and services needed by persons who are 
invalided by long-term illness. 

In 1949 the Public Health Service established a di- 
vision to conduct field research on specific aspects of 
the chronic disease problem, to develop public health 
methods for the control of chronic disease, and to 
assist State and local health departments in their 
activities related to chronic disease. 

Thirty State health departments replied to a 1950 
questionnaire of the Commission on Chronic Illness 
indicating that 11 had established special divisions on 
chronic disease. These are California, Connecticut, 
Illinois, Indiana, Massachusetts, New Jersey, Ohio, 
Oklahoma, Oregon, Pennsylvania, and Washington. 
Functions concerning chronic disease for which health 
departments are responsible include: responsibility 
for licensure, supervision, standards, and consultation 
services to nursing homes; the support or operation of 
hospitals for chronic disease patients in 7 States; the 
approval by 14 States for the construction of hospital 
beds for chronically ill patients; the conduct or sup- 
port in 5 States of rehabilitation programs in hospitals 
and clinics; the operation or support of detection and 
screening program in 25 States; and the conduct of 
surveys of the chronic disease problem in 6 States. 

A variety of planning activities are also being car- 
ried on by voluntary and official agencies. Forty-two 
State medical societies indicated to the Commission on 
Chronic Illness in 1950 that most have several commit- 
tees devoted to specific diseases, such as alcoholism, 
arthritis, rheumatism, and cancer. Thirteen medical 
societies reported State and local committees with 
broader purposes, four had appointed committees to 
work with State-wide planning groups. Others were 
concerned with studies, legislative proposals, and stand- 
ards for convalescent homes and institutions for the 
aged, Seventy councils of social agencies in 1950 re- 
ported action or planning for chronic illness programs 
within the most recent 5 years. Fifty-six councils re- 
ported having made surveys of institutional care and 
unmet needs for long-term institutional care. About 
one-third of 70 large cities replying to the Commission’s 
questionnaire were active in developing and maintain- 
ing information and referral services. 


Evidence mounts that society is increasingly aware 
of the problem and is organizing to bring to bear on 
its solution a realization that chronic illness is not 
necessarily hopeless, that much chronic illness can be 
prevented, that its disabling effects can be minimized 
or prevented in many instances, and that invalidism calls 
for improved methods of care to supersede existing 
methods that can no longer be tolerated on either 
humanitarian or economic grounds. 


Change in Attitude 


All in all, the progress already made can be sum- 
marized by contrasting the attitude of about 10 years 
ago with the attitude of today. Ten years ago almost 
everyone regarded chronic illness as a hopeless affair. 
Today that is no longer the case. Emphasis on preven- 
tion and on rehabilitation has brought about a change. 
Ten years ago chronic illness was thought to be a 
problem of old age; today it is widely recognized as 
affecting all age groups. 

Ten years ago the physician was considered the single 
important factor. Today we recognize that, even more 
than in acute illness, the patient has a tremendously 
important role to play. The physician is important 
and so is the nurse and the whole medical team, but 
the patient himself has to decide that he wants to make 
an adjustment to his illness and work his way through 
io rehabilitation. 

Ten years ago most chronic illness was traced to a 
single diagnosis. Now we know that most chronically 
ill people have two, three, some even as many as seven 
or eight causes of disability. Ten years ago the ap- 
proach was by disease categories—control of tuber- 
culosis, cancer, or heart disease. Now the common de: 
nominators in these disease problems are recognized. 

Ten years ago the approach was philosophical and 
often emotional. Today activity has moved into the 
methodological stage. In the literature of the last 3 
or 4 years there appears less exhortation for something 
to be done about chronic illness and more on just what 
to do and how to do it. 


General Principles 


It is possible now to identify certain principles which 
should characterize the care of the chronically ill. 

The first principle is that the care of the chronically 
ill must be brought up to the standard of the care given 
to persons with acute illness. Shoddy facilities that 
are still being used for the care of the chronically ill 
and the shabby attitudes that still characterize a part 
of the general public and a rearguard of professional 
groups can no longer be tolerated. 
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Figure 8.—Ratio of Annual Per Capita Volume of Disability in Low 
Income Group (Under $1,000) to That in Highest Income Group 
($3,000 or More) by Diagnosis, National Health Survey, 1935— 
36. 


A second principle is that the care of the chronically 
ill is inseparable from general medical care, that one 
weaves through the other. Therefore facilities and 
service for the chronically ill should be planned 
in close administrative, professional and geographical 
affiliation with general hospitals and where feasible 
with medical schools. 

Another principle is that the needs of the chronically 
ill are so varied that facilities and services must be 
planned for the patients to move easily from home to 
hospital, to nursing home and vice versa. Chronic 
illness is not a static condition. A patient may be 
acutely ill one week, but up and around the next. 
He must have ready access to the kind of facilities he 
needs. Fuller use of the patient’s own home after 
adequate diagnosis must be stressed. In the United 
States the solution has been largely an institutional one, 
clearly not the best way to care for long-term illness. 
Home-care services are best organized and planned in 
conjunction with up-to-date hospital services. Where 
institutional facilities are used these should strive to 


incorporate the features of a pleasant family home. 
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Chronic and Acute Illness 


From the standpoint of clinical medicine the differ- 
ences between chronic illness and acute illness do not 
warrant a sharp distinction. When a person has an 
acute illness, such as pneumonia or appendicitis, he 
obtains the care of a physician. The physician, using 
the hospital and other resources available to him, seeks 
to bring about a change for the better in the patient’s 
condition. Participation by the individual in this pro- 
cedure is a relatively passive one. On the other hand 
in chronic illness a large and active participation by 
the patient is necessary. He must want to overcome 
his disability and cooperate actively in overcoming it. 

Another factor is the long period of time and com- 
plexity of treatment often involved in chronic illness. 
The services which are required for long-term illness 
are diverse and call for many different skills and dis- 
ciplines. The unaided patient can hardly find for 
himself all the different kinds of services which may 
help to bring about a restoration of his health. Inte- 
gration and organization of these services is needed 
so that the patient himself does not face the necessity 
of trying to single out all the separate services which 
he should have. 

Many families can, without too much difficulty, 
finance the costs of an acute illness. But when it comes 
to treatment of illness that will go on for months or 
years, a relatively small fraction of the population 
can handle the cost unaided. 

Most current plans for prepayment of health services 
rule out the care of chronic illness. Serious study must 
be given to the problem of how hospital and medical 
care prepayment programs can be modified so that the 
person who so wishes can obtain protection against the 
financial catastrophe of long-term chronic illness. 

The individual with acute illness faces the prospect 
of early and complete recovery. Long-term illnesses 
bring all sorts of doubts about the future—how long 
will the patient be disabled, will he be able to continue 
his work or his education. Those doubts about the 
future often engender a large emotional problem. 

Although gaps exist in the gamut of facilities needed 
for the chronically ill, many facilities and services 
available now are not being used as effectively as they 
might be. A great many patients with chronic illness 
lie in nursing homes when they are too ill to be properly 
cared for in nursing homes. Some patients now in 
their own homes need care in the hospital. On the 
other hand, there are a large number of beds in general 
hospitals that are being occupied for years by chron- 
ically ill people who have passed the stage of their 


illness where they can benefit from the complex serv- 
ices of the general hospital. We must overcome the 
obstacles preventing a flow of patients between private 
homes, nursing homes, chronic disease hospitals, and 
general hospitals, so that the patient readily and rapidly 
finds his way into the kind of facility that is needed 
for the particular stage of his illness. 


Prevention and Detection 


Two Kinds of Prevention 


Prevention includes measures both to avert the oc- 
currence of disease and to halt or retard the progression 
of disease into disability or premature death. Meas- 
ures that are designed to keep a disease from occurring 
are classed as primary prevention. Secondary pre- 
ventive measures strive to halt the progression of a 
disease from its early covert stage to a more severe one; 
or aims at preventing the complications of the disease. 

Until recent years, primary prevention was limited 
to sanitation measures, safe sewage disposal, educa- 
tional programs for hygiene, or better nutrition, and 
immunization against communicable diseases. The 
next development in primary prevention was work in 
connection with maternal and child care programs. 
Now that chronic disease is recognized as a major health 
problem, methods of primary prevention to control these 
diseases are beginning to emerge. It is to the ad- 
vantage of chronic disease control that maternal and 
child care, mental hygiene, nutrition, housing, occupa- 
tional health, health education, and individual health 
maintenance programs be maintained and strengthened. 
Many aspects of these offer hope for the primary pre- 
vention of chronic disease. 

For secondary prevention, particularly for the control 
of nonmanifest chronic diseases, simple inexpensive and 
rapid screening techniques are proving helpful. These 
can sort out apparently well persons who probably have 
the beginnings of a chronic disease from those who 
probably do not. Such measures, if applied as a rou- 
tine part of physician’s or hospital services, lead to the 
discovery at an early stage of much chronic illness 
that would otherwise go undetected until so far ad- 
vanced that symptoms became manifest. The same 
tests and procedures can be used in mass screening 
programs to select out persons who should be referred 
to their physicians for diagnosis and treatment. Ex- 
perience with these tests highlights the fact that some 
procedures require a physician’s skill and some fall 
within the competence of paramedical personnel who 
can conserve the time of physicians and reduce the cost 
of early detection. 


Multiple Screening 


Multiple screening, the inclusion in a single exami- 
nation session, of tests for several detectable diseases, 
such as tuberculosis, syphilis, certain types of heart 
disease and cancer, diabetes, anemia, sight and hearing 
defects, and obesity, has been discussed in an earlier 
chapter. 

The fact that many chronic diseases develop insidi- 
ously and that the same individual may have several 
chronic diseases presents a strong argument for the 
extension of multiple screening in physicians’ oflices, 
hospitals, clinics, and health centers. A few institu- 
tions have experimented with the technique as a meas- 
ure for all persons seeking a health checkup. 

Many communities have conducted screening pro- 
grams for a single disease, such as cancer, heart disease, 
diabetes, syphilis, and tuberculosis. Since the first 
multiple screening program in San Jose, Calif., in 1949, 
such programs have also been, conducted in several 
communities. These have demonstrated that in prin- 
ciple multiple screening programs are an effective tool 
for the early detection of chronic disease. Much work 
needs to be done, however, to evaluate the effectiveness 
of the many screening procedures that have been used 


_ or proposed. 


Care for the Long-Term Patient 


Facilities and services for the chronically ill are 
inadequate in number, and all too often shoddy in 
character. Obsolete hospitals and almshcuses have 
been used—with or without conversion—for the care 
of long-term patients. 

The patient with chronic or long-term illness should 
have the same fidelity and dignity of care that is now 
usually accorded the patient with acute illness. The 
community conscience can no longer ignore the dis- 
parity between facilities and services for acute and for 
chronic illness. Nor can it longer tolerate attitudes 
among the general public and the health professions 
which fail to appreciate the needs of the long-term 
patient. 

The range of facilities and services required for all 
persons who are either temporarily or permanently 
disabled by chronic illness include the following: 
adequate diagnostic and medical services in a hospital 
or out-patient department; adequate medical services 
at home, including the coordinated services of a team 
of physicians and allied health personnel; rehabilita- 
tion services in hospitals, at home, and in rehabilitation 
centers; care in convalescent and nursing homes; se- 
lective job placement, sheltered workshops, and day 
care centers; and sheltered domiciliary care. 
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Even though quantitative estimates of needs are not 
yet available, a number of communities have conducted 
demonstrations that show how to provide care of good 
quality and, equally important, how to remove the 
many administrative and other obstacles that now stand 
between the patient and the service he needs. 


Diagnostic Services 


Diagnostic clinics would do much to bring together 
the chronically ill patient and the right services for his 
care. In 1949, a diagnostic clinic was established at 
one New York City hospital to study the requirements 
for proper diagnosis, to throw light on the problems 
of unnecessary costs arising from the needless use of 
hospital beds by patients undergoing diagnosis, and 
to improve the efficiency and quality of out-patient 
service. 

During the period from February through May 1950, 
501 patients were seen at the clinic. Of these, 57 were 
sent to the hospital, whereas before the clinic was in 
operation, 147 of these patients would have been 
hospitalized. Costs of clinic diagnosis were only one- 
eighteenth of the cost of similar service in the hospital; 
moreover overcrowding of hospital wards was reduced, 
time of staff doctors and patients was saved, avoidable 
delays in diagnosis and treatment were minimized, 
on-the-spot consultation with specialists was provided, 
and the standard of work in the entire out-patient de- 
partment was raised. Such diagnostic clinics, like re- 
habilitation evaluation services in hospitals, would 
greatly facilitate the enormous task of sorting out the 
patients who need different types of care. 


Home Care 


Home care designates an organized program that 
accepts responsibility for providing special services at 
home to selected patients for whom continuity of medi- 
cal care is essential. Such programs must include as 
a minimum the services of physicians and nurses. In 
addition, they may include some or all of the following 
services: 

Social case work service 

Physical therapy 

Occupational therapy 

Nutritional instruction 

Laboratory services 

Housekeeping aide services 

Transportation 

Provision of medications and medical equipment 

Nontechnical and bedside equipment, beds, and ap- 

pliances 

Teaching 
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Speech therapy 

Other services 

Organized home-care programs are not new in the 
United States; a few medical institutions have main- 
tained them for years. The number of programs is in- 
creasing as communities recognize that most long-term 
patients do not need institutional care, although many 
do need special services for good care in their own 
homes. These plans for home care may well be one 
solution to the overemphasis on institutional care. 

In a 1950 survey conducted by the Commission on 
Chronic Illness, 27 hospitals reported operating a home- 
care program. Two-thirds were hospitals of 250 beds 
or more, and most of the smaller hospitals offered a 
service that was relatively incomplete. More than half 
the 27 were public hospitals, 9 of them in the New 
York City public hospital system. Out-patient depart- 
ments, a few public welfare departments, and private 
family agencies also provide a combination of services 
embraced in the concept of home care. A few visiting 
nurse associations—which have long provided nursing 
services in the home—have taken on responsibility for 
providing nursing as part of the services of the 
coordinated medical team. 

It has been estimated that about 70 percent of those 
afflicted with a long-term illness can best be cared for 
in their own homes, provided adequate supervision and 
assistance are available. But 70 percent of those af- 
flicted is not a measure of home-care needs because 
many chronically ill persons do not have a home suit- 
able for care, even where the constellation of requisite 
services is available for use. 

The 1950 census indicates that 8 percent of the total 
population over 14 years of age lives alone or in house- 
holds of nonrelatives. In the age groups 65 and over, 
where invalidism strikes hardest, 20 percent live alone 
or with nonrelatives. Among the groups of needy 
persons where chronic illness is most prevalent, the 
percentage of those living alone is even higher. Nearly 
28 percent of recipients of old-age assistance live alone 
and an additional 24 percent live with (presumably 
aged) spouse only. Of the persons receiving aid to 
the permanently and totally disabled, 24 percent live 
alone. The 1950 census provides information on hous- 
ing deficiencies that must also be borne in mind when 
plans are made for home-care programs. Sixteen mil- 
lion dwellings have 1 or more basic health deficiencies. 
More than 12 million dwellings have no bathtub or 
shower. Nearly 7 million have no piped running 
water. 

Studies are needed to determine the relationship of 
social and economic factors that must be considered in 


planning home-care services as well as other programs 
for the chronically ill. One such study will suffice to 
illustrate: 577 hospital patients in one public hospital 
in New York City were studied in 1948 to ascertain 
their prospects for home care. Only 16 percent were 
considered to have suitable homes. The suitability of 
the home was in question for 9 percent; 61 percent were 
judged to be too poor to permit home care; and 14 
percent lived too far from the hospital to make home 
care feasible. Data like these, while by no means 
minimizing the value of organized home-care programs. 
indicate that substitute homes or institutional care will 
be needed for many patients primarily because of social 
factors. They indicate also that an essential admin- 
istrative responsibility is to establish standards and 
procedures governing the selection of patients for home 
care. 


The medical and social criteria for the selection of 
home-care patients vary with the objectives of the 
specific program. These objectives may be: 

1. To enable the patient to remain in his own home 
and, at the same time, to be maintained at the best 
possible level of physical health and comfort; 

2. To enable the patient and his family to reach an 
optimal social and emotional adjustment in the home- 
care situation; 

3. To develop an active and effective rehabilitation 
program for the patient in his home: 

4. To develop an education and postgraduate teach- 
ing program within home-care activities; 

5. To meet the above objectives at a cost lower than 
equal care in an institutional setting; 

6. In meeting these objectives, to utilize more effec- 
tively acutely needed hospital beds by: 

a. Facilitating discharge and thus reducing hos- 
pital stays. 

b. Maintaining the patient at home with continu- 
ous care, which in many cases can postpone or obviate 
the need for admission as well as readmission to a 
hospital; and 
7. To provide good care in terminal illness for 

patients who prefer to die at home. 

Medical criteria for the selection of patients for 
home care can be described as follows: 

1. The patient’s immediate care and treatment shall 
not indicate the necessity for the employment of facili- 
ties optimally available only in a hospital, e. g., major 
operative procedures, extensive diagnostic procedures, 
deep X-ray therapy, continuous intravenous medi- 


cation; 


2. The patient’s medical needs should be such as can 
be adequately met in the home; 

3. The patient’s condition should be such as to pre- 
clude profitable attendance at the doctor’s office or an 
out-patient department; 

4. The diagnosis should have been established. If 
this is lacking, care of the patient at home must not 
impede further diagnostic investigation; and 

5. The patient’s medical condition should not con- 
stitute a serious emotional or medical hazard in the 
home. 

Social criteria for patient selection can be broadly 
stated, as follows: 

1. That there exists a physically suitable place in 
which the necessary care can be given; 

2. That there are family members or others who 
are able to assume the necessary responsibilities in the 
home; 

3. That the patient is emotionally ready and able to 
leave the hospital ; 

4. That the status of family relationships and the 
home conditions are conducive to, or at least not in- 
compatible with, the welfare of the patient; 

5. That the patient’s presence in the home is not, 
or will not be, incompatible with the welfare of the 
family; and 

6. That the patient and his family are able to use 
constructively the services of home care. 


Hospital Care 


The role of the hospital in relation to chronic illness 
continues to be a subject of debate. The Commission 
on Hospital Care recommended in 1947 that general 
hospitals, whenever practicable, should provide for the 
care of communicable diseases and certain types of 
cases of tuberculosis, nervous and mental diseases, 
chronic diseases, and convalescent patients, as well as 
for acute illness and injuries. In the same year the 
Joint Committee on Chronic Illness called attention 
to the unsuitability of many general hospitals, as then 
constituted. for the care of the long-term patient. There 
is some evidence of a trend toward providing appropri- 
ate services for some chronically ill patients in general 
hospitals. In a 1950 survey by the Commission on 
Chronic Illness of 2,600 general hospitals with 50 beds 
or more, 158 hospitals reported having special facilities 
or arrangements for the chronically ill. As might be 
expected, these 158 hospitals were, on the average, 
twice as large as those without special facilities. About 
one-fifth of the governmental general hospitals had 
these facilities, as compared with less than one-tenth 
of the private nonprofit hospitals. 
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Table 6.—General and allied special hospitals, and nonhospital institutional facilities for the care of the chronically ill, 
12 States, 1951 
General and allied special hospitals Nonhospital institutions ! bani oe 
State : eee feihe 
Hospitals Beds Areeaen a Institutions Beds of tota 
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Golorado NWiaockw aii ited tea iepe a ee 4c.) 81 10, 922 7, 767 81 1, 229 14 
Connechicubie. 88.2 = ee IS 42 8, 116 6, 039 236 5, 362 47 
Tdaho. “USSG Omen ener rare eee F 47 2, 363 1)'357 70 1, 049 44 
Indiana). 1 \3.._e Pea eetie ce a atest 108 13, 681 10, 575 257 3, 862 27 
Marvlance one bee ei 58 13, 486 9, 449 121 3, 283 26 
Nebraska’) ee (OU Ores ST a a eer: tes 104 6, 831 4,381 246 4, 418 50 
New: Hampabiners:3:3. os, See, Shae Ne 3 34 2, 677 1,787 164 3, 018 63 
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1 Nursing and convalescent homes and homes for the aged. 
thoy Wave been andl os Commentie eis weerere dally ones tacnoepltais 
eemuputipg the proportion of total care that is given in nonhospital institu- 

In all, 116 non-Federal general hospitals reported 
having special wards for the chronically ill. Some had 
wards for a particular disease category, such as tuber- 
culosis, mental illness, poliomyelitis, or rheumatic fever, 
but most appeared to be general wards for any category 
of chronic disease patients. They ranged in size from 
6- or 8-bed wards in the smaller hospitals to wings of 
several hundred beds in large city or county hospitals. 

Although the data found in this study are encourag- 
ing, many more general hospitals need to recognize 
their responsibilities for the care of the long-term pa- 
tient and some need to rearrange or construct facilities 
to give proper care. After all, less than 3 percent of 
the general hospitals reported special facilities and serv- 
ices for the chronically ill. 

Not all hospitals can or should provide elaborate 
special facilities for the care of long-term patients. 
Many hospitals, perforce, are caring for long-term pa- 
tients without having made any particular plans for 
their care. Even small hospitals can often modify their 
facilities and services to provide good care for the long- 
term patient, 


Rehabilitation 


Rehabilitation has received special attention in an- 
other chapter of this report. This section, therefore, 
makes no effort to deal adequately with the subject— 
even though rehabilitation is one of the most important 
measures for reducing the present backlog as well as the 
volume of future chronic illness. Ample evidence is at 
hand that early rehabilitation will prevent much dis- 
ability and that many chronically ill persons at home, 
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Source: Unpublished data available from Bureau of Medical Services, 
Public Health Service. 


in hospitals, and nursing homes can be rehabilitated so 
that they require no special provisions other than those 
generally available to nonhandicapped persons. 

In planning for rehabilitation, particular stress 
should be given to the newly disabled and injured who 
can with relatively little suffering and cost avoid long- 
term disability. Likewise, plans for rehabilitation 
must be sufficiently broad to include persons who, al- 
though they cannot be restored to full or even partial 
remunerative activity, can be helped to develop the 
capacity for the simple, ordinary functions of living. 


Nursing Services 


Public health nursing services are important to the 
long-term patient. In 1951 the Commission on Chronic 
Illness and the National Organization of Public Health 
Nursing sent a questionnaire to 800 official and non- 
official nursing organizations to measure the extent to 
which these organizations now provide services to the 
chronically ill. A preliminary tabulation of replies to 
these questionnaires reveals that 90 cities with popula- 
tions of over 100,000 have either a voluntary Visiting 
Nurse Association or a combination Visiting Nurse 
Association-Health Department service. Of the 231,- 
822 visits made by visiting nurse organizations in 50 
of these 90 cities in a single month in 1951, 53 percent 
were to the chronically ill. 

In terms of the national needs of the chronically ill, 
this study shows significant gaps. Three cities of more 
than a-quarter of a million population have no separate 
Visiting Nurse Association or combined Visiting Nurse 


Association-Health Department service. Many smaller 


cities, particularly in the South, have no voluntary 
public health nursing service, although they may have 
public health nursing in the health department. 


Nursing and Convalescent Homes 


The appropriate role of nursing and convalescent 
homes and homes for the aged in the total program 
for care of the chronically ill has yet to be defined. 
There is particular need for examining the relationship 
of nonhospital institutional resources to hospitals. 
Likewise, there is need to clarify distinctions among the 
nonhospital institutions—between convalescent and 
nursing homes and the homes for the aged. 

Comprehensive data are not available on the number 
and size of these nonhospital institutions. Informa- 
tion from 12 States, however, gives some basis for 
measuring the extent to which they are providing care 
for patients with diseases other than tuberculosis and 
mental disease. In these States the total number of 
beds in nonhospital facilities accounts for 29 percent 
of the total in general and allied special hospitals and 
in nonhospital institutions. In two States, Nebraska 
and New Hampshire, the number of beds in these non- 
hospital facilities exceeds the average daily census of 
patients in the general and special hospitals. Beds in 
nonhospital institutions have a high occupancy rate. 


Recent Shifts 


The last 20 years have seen many changes in the 
nonhospital institutions that provide care for the chron- 
ically ill, aged, and infirm. The original Social Se- 
curity Act in 1935 brought about much of the change 
and two amendments to that act in 1950 will bring 
further change. Federal funds may now be used to 
match payments to or on behalf of persons who reside 
in medical institutions (other than those for tubercu- 
losis and mental disease) ; and, effective July 1, 1953, 
States which claim Federal matching for the costs of 
care of individuals in these institutions must establish 
and maintain standards for them. 

Developments between 1929 and 1949 in regard to 
the non-hospital facilities caring for chronically ill, 
aged, and infirm persons are, first of all, that a great 
shift has taken place in the number and proportion of 
public, private nonprofit, and proprietary institutions 
for care of the chronically ill, aged, and infirm. The 
number of public homes declined almost one-half— 
from 2,350 to 1,260. The number of private nonprofit 
homes for the aged increased somewhat from 1,270 to 
1,500. No estimate is available of the number of 
proprietary nursing homes and homes for the aged in 


1929. It is generally known, however, that there were 
few such establishments until after the passage of the 
Social Security Act in 1935. By 1949, about 8,850 
such homes were in operation, more than three times 
the number of public and nonprofit facilities offering 
care to persons with comparable handicaps. Similarly 
there has been a corresponding shift in the number of 
persons receiving care in public, private nonprofit, and 
proprietary institutions. Between 1929 and 1949 the 
number of persons in the Federal and State institutions 
increased from 16,750 to 42,000. In the same period, 
the number in the county and city almshouses decreased 
from 85,000 to 72,000. Meanwhile the private non- 
profit institutions increased their population from 
52,000 to 71,000. And the group in proprietary homes 
increased from an unknown but negligible figure to 
111,000. 

The number of official and nonofficial agencies with 
responsibility for standard-setting for all three kinds 
of institutions has greatly increased. Already the 
1950 amendments to the Social Security Act have re- 
sulted in an extension of State standard-setting author- 
ity covering these institutions. Only four States still 
have no statute, Arizona, Florida, Mississippi, and 
Wyoming. The authority for standards for convales- 
cent and nursing homes and homes for the aged is 
located in a single agency in 34 States (in the health 
department in 25 States and in the welfare department 
in 9 States). In 8 States the responsibility is 
divided; the health department licenses or approves 
nursing homes and the welfare department, homes for 
the aged. In the remaining 2 States the health de- 
partment licenses nursing homes and the statute is not 
clear about responsibility for homes for the aged. 

Among nonofficial agencies, national leadership has 
begun to emerge through various church organiza- 
tions such as the Federal Council of the Churches of 
Christ in America, the Board of Hospitals and Homes 
of the Methodist Church, the Board of Charities of 
the Evangelical Lutheran Church, Council of Jewish 
Federations and Welfare Funds, and Councils of Social 
The Federal Security Agency and the Na- 


tional Social Welfare Assembly are also seeking to 


Agencies. 


improve standards. State associations of nursing home 
operators have been organized in 22 States. Two na- 
tional associations of nursing home operators have 
been organized. 

Among the urgent needs is a thoroughgoing study 
of nonhospital institutions providing care to chronically 
ill persons, designed to: 

(1) Clarify the distinction between nursing homes, 
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homes for the aged, and other institutions caring for 
the chronically ill. 

(2) Provide information concerning institutions: 
number, size, and ownership; physical plant; number 
and kinds of personnel employed; kinds of service 
rendered; and cost of care and how it is financed. 

(3) Provide information concerning the residents: 
age, sex, and marital status: diagnosis; physical and 
mental state; and the amount of nursing and physi- 
cians’ service required. 

(4) Explore desirable organizational and financial 
relationships between hospitals and nursing homes. 

(5) Determine the role of these institutions in the 
total constellation of health resources. 


Integration of Services 


Although most communities need additional facilities 
and services for the long-term patient, all communities 
have some resources for that group. A few seem to 
have a plethora of such facilities and services. The 
need for integration is paramount. In one city alone 
800 agencies and organizations give some kind of 
service that is important at some point in the care of 
the chronically ill; more than 30 governmental agen- 
cies give financial help to patients with terminal cancer. 
One rural county, in which the population of the largest 
town is 1,000, has 14 different organizations that pro- 
vide some care for the chronically ill. Yet in all com- 
munities the evidence indicates that some chronically 
ill are at home who should be in hospitals or nursing 
homes. Conversely many in hospitals could be cared 
for at home or in nursing homes; and some in nursing 
homes should be in hospitals. 

Patterns for organizing facilities must be devised 
to encourage the use of the kind of facility that best 
meets the individual’s need at any given time. Like- 
wise, devices must be developed to give patients and 
their families, physicians, and others in the health 
professions adequate information concerning the vari- 
ous services of health and welfare organizations that 
the community offers. 

Many measures recommended to improve general 
medical care will help to improve the situation for the 
chronically ill, e. g., the expansion of diagnostic clinic 
services and group practice, the extension of hospital 
services to include out-patient and home care services, 
and where feasible nursing home facilities. Regionali- 
zation of hospital and medical services will encourage 
better care in small hospitals and facilitate the trans- 
fer to fully equipped hospitals of complicated cases 
that require service available only in the larger 
medical centers. 
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Improved Financing and Standards 


Many measures are needed to improve care in these 
establishments. One of the most important is better 
financing. The 1952 amendments to the Social Secu- 
rity Act increasing the Federal matching maximum to 
$55 in old-age assistance, aid to the blind, and aid to 
the totally and permanently disabled can help some- 
what in increasing payments for needy persons. The 
use of a “pooled fund” to meet medical costs would 
also help improve the quality of care by making pos- 
sible more adequate payments for this group. 

The financing of long-term institutional care has in- 
creasingly become dependent upon the adequacy of 
public assistance. About 86,000 of the residents in 
these institutions are recipients of old-age assistance or 
aid to the permanently and totally disabled. Payments 
for care for this group vary but in most States are in- 
adequate. A study in 1946, since which time costs 
have risen somewhat. shows that in the 17 States which 
reported payments for care in nursing homes, the range 
in monthly costs was from $37 to $118. Average pay- 
ments were $65 per month. 

Consultation and assistance to nursing home opera- 
tors would also improve standards. This can he given 
through such channels as the State or local standard- 
setting authority; national, religious, and fraternal or- 
ganizations whose members administer such institu- 
tions; State associations of nursing home operators; 
central services for the chronically ill and councils of 
social agencies. Better diagnostic and screening pro- 
cedures and central information and referral services 
are much needed to aid patients, their families, and 
physicians in the selection of an institution equipped 
to provide the kind of service needed. The develop- 
ment of organizational relationships between hospitals 
and nursing homes would also help bring together the 
patient and the type of care he needs. 


Referral, Counselling, and Information Services 


Even after adequate diagnostic services are more 
readily available, and there are sufficient facilities for 
home, hospital, and other services, most communities 
must provide counselling and information services. 
These services, like the diagnostic services, are essen- 
tial for adequate referral of patients with their many 
different forms of chronic illness to the various types 
of facilities that can give them the services they require. 

Chicago, Milwaukee, Newark, and San Francisco 
have developed Central Services for the Chronically 
Ill. The objectives and activities of these organiza- 
tions vary. In general, however, they combine a com: 


munity coordinating and planning function with an 
information and consultation service to individuals. 
These activities may be regarded as equally important 
and as different phases of the same job. The Chicago 
Central Service has also done extensive research. 
Not only is there need for a central source of infor- 
mation about where and how services are available, 
but there must also be means of making people aware 
of the existence of the central service. The county 
medical societies can reach physicians. Councils of 
social agencies and health councils provide a means of 
calling this service to the attention of health and wel- 
fare agencies. Advertisements in the newspaper, news 
items, and listings of the central information service 
in the classified section of the telephone directory are 
other practical ways of reaching the general public. 


Education and Research 


The need for education, both professional and public, 
and for research underlies all the measures needed to 
meet the various phases of the chronic illness problem. 
The present backlog of chronic illness which has forced 
attention to the problem is due in part to the fact that 
physicians have thus far shown more interest in acute 
than in chronic diseases. Fortunately, widespread dis- 
satisfaction is voiced in medical, dental, and nursing 
schools with the lack of emphasis on preventive medi- 
cine. Preoccupation with diagnosis and treatment of 
disease entities has not only crowded out interest in the 
potentialities for keeping people well but has also held 
back investigation of the relationship of environment 
to health and to illness. The effect of these deficiencies 
in medical education upon the care of acutely ill per- 
sons is not to be minimized. The effect upon the care 
of the long-term patient, however, is so damaging as to 
warrant serious reconsideration of the current emphasis 
and approach in training for the health professions. 

The setting in which medical education operates has 
failed to stimulate efforts to prevent and treat chronic 
illness. All medical schools use affiliated hospitals for 
clinical training and, through the hospital, actually 
serve the community. But the hospital cares for a per- 
son who is ill. Accordingly the medical and nursing 
students see almost exclusively persons who are ill in 
bed. To a lesser extent, they also see in the hospital 
out-patient department patients who are ambulatory 


but ill. 
for the health of a group of persons, well and ill, the 


Until the medical schools assume responsibility 


attitudes of physicians and nurses will continue to re- 
flect the current overemphasis on acute illness that now 
characterizes medical and nursing practice. 


The relationship of medical education to all plans 
for providing adequate facilities and services for the 
chronically ill must be given serious consideration not 
only by medical educators but by those who plan facili- 
ties for care. One of the most cogent arguments, for 
instance, for keeping hospital care of chronically ill 
persons within the framework of the general hospitals 
is that such institutions provide the principal source 
of supervised training for health personnel. Similarly, 
as organized home care programs develop, they should 
include as one of their objectives, opportunities for the 
training of personnel. 

Research is needed to extend basic knowledge of the 
means to prevent chronic illness and to improve care at 
all levels; to assess the extent and nature of the differ- 
ent phases of the problem; and to develop better 
methods for getting the right type of care to each 
patient. Although many kinds of research are neces- 
sary, the most urgent need is for administrative re- 
search. In many instances, we have more diagnostic 
and therapeutic tools to deal with the problems of the 
chronically ill than we have been able to use in attack- 
ing these problems. We must continue our efforts to 
develop better screening techniques, particularly for 
persons unaware of symptoms, and better methods of 
assessing the latent capacities of sick persons, and the 
potential value of rehabilitation services. 

Research is also needed to determine the extent to 
which various kinds of facilities are required to meet 
the total problem. What proportion of the chronically 
ill need hospital care, nursing home care, care at home? 
What is the size of the group needing each? What 
kinds of personnel are needed and how many? What 
types of institutions are best for each type of care and 
how should they be constructed ? 


Expenditures 


Large sums are spent each year by public and private 
agencies in helping families meet the cost of chronic 
illness. But, since care of chronic illness is and should 
be a part of general medical care, the cost of much 
chronic illness is not clearly identifiable and is included 
in data on expenditures for general medical care. The 
aggregate amount of such expenditures is not available. 
Fiscal data of governmental agencies are not appro- 
priately classified or sufficiently detailed to provide 
information on expenditures for chronic illness on a 
comprehensive basis. Data on expenditures of private 
agencies have not been collected. 

Data on total expenditures for the chronically ill 
and on expenditures by classes of services are needed 
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to measure what is now being spent to help individuals 
and their families meet the cost of chronic illness, and 
the distribution of these sums among preventive serv- 
ices medical treatment, rehabilitation, and institutional 
care. 

Available data do show that vast sums are now being 
expended. Earlier sections of the chapter have de- 
scribed measures that are likely to result in some sav- 
ings, e. g., detection and control programs, improved 
and expanded diagnostic and rehabilitation services, 
and counseling and information services. It is prob- 
able, however, that even much larger sums, private and 
public, will need to be expended before care for the 
chronically ill is comparable in amount and quality to 
that now provided the acutely ill. 


Commission Recommendations 
THAT: 


1. A bold attack be made on chronic disease with 


emphasis on multiple screening to detect disease early 
in physicians’ offices, hospitals, industry, schools, and 
health centers, promoted by the agency which has effec- 
tively pointed the way in preventing communicable 
diseases—the health department. 

2. Diagnostic and rehabilitation facilities and serv- 
ices be improved and extended. 

3. All communities develop well-organized home- 
care services which will bring to patients in their own 
homes the specialized care which is now usually avail- 
able only in hospitals. 

4. Physicians, nurses, and other health personnel 
receive better training in the skills and attitudes neces- 
sary for the proper care of those suffering from chronic 
diseases. 

5. Field (epidemiologic) research into the causes of 
chronic illness and administrative research into the most 
economical and effective methods of caring for those 
with chronic illness be undertaken. 


MENTAL ILLNESS 


Lack of Knowledge 


A vast area of ignorance still surrounds many as- 
pects of mental illness. It is one field of health in 
which safe and dependable knowledge has been slow 
in coming. A voluminous literature affords a surpris- 
ingly small amount of real enlightenment. The large 
group of undifferentiated or poorly differentiated dis- 
orders known as mental diseases today occupy the same 
position that fevers did a century ago when “fever” 
was a catch-all term for undifferentiated acute infec- 
tions. In time the mental disorders may be sorted out, 
not into hard-to-understand classifications of their own, 
but into preventable and nonpreventable ailments that 
can be ranged with the other ailments we know. At 
present, so far as medical science is concerned, the 
completion of this task lies in the future. 

Despite increased public attention, our care of the 
mentally ill remains grossly inadequate. The need for 
330,000 additional beds for their care is highlighted by 
the 18 percent overcrowding beyond planned capacity 
in state hospitals. In some states overcrowding runs 
as high as 50 percent. Also, many of these hospitals 
are physically substandard and deficient in equipment. 
Moreover, mental hygiene clinic service is so under- 
developed that as late as 1950 the ratio of such clinics 
to population for the country as a whole fell below 
1 to 100,000. 

Psychiatry is the least developed of all the specialties. 
It is perhaps the most talked about, but the least under- 
stood, subject in the whole field of medicine. In knowl- 
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edge useful in treating or preventing disease, it lags 
50 to 100 years behind the other major fields in 
medicine. 

Half of all patients in hospitals in the United States 
occupy beds for the mentally ill. It is estimated that 
about half of all patients consulting physicians have 
emotional disorders; that 6 out of every 100 of the 
population have a mental condition needing care. 

Mental illness, therefore, ranks high among the un- 
solved health problems of the Nation. 


Present Approach 


The field of mental health includes a tremendous 
amount of inadequately supported theory, on which the 
prevention of mental disease must depend until better 
substantiated concepts are developed. 

When a profession faces a society which is holding 
out its hand for assistance with a problem of such huge 
proportions it is only human for that profession to 
over-reach its basic scientific knowledge in attempts 
to help. With half of our Nation’s hospital beds filled 
with patients suffering from mental illness, and with 
the appalling loss of productive persons from society 
there arises a very strong temptation to do something 
to stem the tide, even though the action may be based 
on relatively unproved theories of causation and pre- 
vention. 

When the causes of tuberculosis were unknown, pre- 
ventive efforts made use of such knowledge as was 
available. Public health authorities now attempt some 
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Figure 9.—First Admission Rates for Selected Diagnoses, by Age, 
to State Hospitals for Mental Disease, 1949. 

things in the hope of preventing the effects of polio- 
myelitis which are, at best, based on very shaky 
theories of the disease. This criticism of psychiatry 
is not presented as an apology for its use of insufh- 
ciently proved theory as a basis of action. It is rather 
to establish the fact that pressing need calls forth ac- 
tion from sympathetic observers. In psychiatry, action 
should not stop. But as rapidly as it is humanly and 
financially possible, research should be conducted that 
can form the basis for scientific evaluation of the 
actions which the profession is taking. 

The attack on the problem of mental illness may be 
divided into three parts which though not entirely 
separable are convenient for use in discussion. The 
first is the prevention of mental illness, the second 
the promotion of mental health and the third, the treat- 
ment and care of mentally ill persons. It would per- 
haps seem more logical to discuss the promotion of 
mental health before considering direct prevention of 
diseases. If there were more specifics in the field this 
could be done. However, for only a small percentage 
of mental illnesses are there well-defined preventive 
methods at hand. For much of the problem, the neu- 
roses and schizophrenia for example, the only avail- 
able preventive measures lie in the relatively non- 
specific efforts which may be grouped as promotion of 


mental health. The discussion will, then, proceed from 
the more to the less specific, and finally to care and 
treatment. 


Prevention of Mental Disease 


The prevention of mental diseases and deficiencies 
of known cause grows in large part out of the field of 
maternal and child health, and the basic medical 
sciences. Prematurely born infants are more prone to 
suffer brain damage than children born at term and 
are therefore more frequently feeble-minded or show 
other behavior disorders. Good obstetrics will pre- 
vent prematurity at least to some degree. Nutritional 
deficiencies of pregnant women may also lead to in- 
adequate offspring. These deficiencies can be offset 
by the provision of adequate diet for mothers during 
pregnancy. 

Meningitis not infrequently leaves children feeble- 
minded; this can usually be prevented by early active 
treatment. When severe damage to the brain occurs 
through trauma, mental illness of a certain type is 
likely to result. 

In adults, the prevention and early cure of syphilis 
has strikingly decreased one formerly common mental 
disease, paresis. Pellagrous psychoses have been 
greatly diminished through the gains in knowledge of 
nutrition and their application. Although little has 
been done to control traumatic psychosis resulting from 
accidents, prevention in this area furnishes another 
avenue for cutting down the incidence of mental 
illness. 

However, the percentage of cases of mental illness 
resulting from this whole group of causes probably does 
not exceed 10 percent of the total cases needing hospi- 
talization. This relatively small number has tended 
to make psychiatrists neglect obvious means of pre- 
vention. Those interested in other aspects of health 
tend to be concerned with the physical diseases and 
injuries involved because they often cause death; they 
have not been too concerned with the debilitating be- 
havior syndromes they sometimes leave behind. Much 
can be done in this relatively small field where the 
scientist can proceed by familiar and known methods. 
These are the clear, direét, specific opportunities of 
prevention that can be grasped with knowledge now 
available. Allied to these, although etiology is not 
fully known or means of control are not known at pres- 
ent, are such illnesses as arteriosclerosis which under- 
lies a substantial number of the first admissions to 
psychiatric hospitals. 

Certain types of mental illness which are character- 
ized by lack of function appear to be preventable 
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through the proper care of infants and young chil- 
dren. A great deal of research remains to be done be- 
fore the facts are fully established. This field demands 
an enormous amount of careful, long-term research, but 
it is perhaps one of the most promising areas now on 
the research horizon. 

It has been established that some functions of the 
human being are developed at certain definite periods 
and in certain definite patterns, for example, the eat- 
ing pattern which changes from sucking, to spoon feed- 
ing, to chewing and finally to self-feeding. Another 
example is the pattern of dependency which proceeds 
by stages from the complete dependency of the infant 
to the adolescent who fights against his remaining de- 
pendency. This type of development characterizes 
such functions as speech, reading and other faculties 
which develop and grow as the person becomes older. 
If such faculties are not developed during a more or 
less specific period, it appears that the capacity to de- 
velop them atrophies and the individual is left per- 
manently damaged. 

At present it seems likely that certain types of men- 
tal deficiency may be prevented by careful attention 
to such patterns of growth. It is also possible that 
certain types of anti-social behavior are due to atrophy 
of the capacity to form meaningful human relation- 
ships. On the basis of such observations psychiatrists 
and maternal and child health workers are com- 
bining forces to prevent such disuse atrophies of func- 
tion. This is done through teaching the public, par- 
ticularly the parents of young children, to surround 
infants and young children with an emotional atmos- 
phere that stimulates rather than stultifies the capacity 
of the child to establish deep and confident emotional 
relationships with parents or parent substitutes. 
While there is tremendous need for further research, 
this area of prevention now appears to have rather 
solid validity. 

One of the difficulties in understanding this sort of 
problem is the habit of considering health as a state 
which is relatively stable: one is either healthy or sick. 
In actuality, diseases, particularly mental diseases, 
represent a disturbance of+the dynamic equilibrium 
between stress and the reaction to conflict which is al- 
ways taking place. The behavioral environment con- 
tains large numbers of forces to which the individual 
reacts. This dynamism with its constant changes taxes 
the human capacity to grasp the interacting variables 
and to see the final forces. Overcoming some of these 
forces might result in the maintenance of health rather 
than the precipitation of disease. 
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Promotion of Mental Health 


The promotion of mental health is aimed at main- 
taining life at such a level that the person will have 
optimum satisfaction in living and maximum resistance 
to deviations from mental health. The assumption is 
made that persons who have the opportunity to live 
in an emotional atmosphere which does not produce 
overwhelming conflict and which provides emotional 
support and guidance, will be better able to deal with 
adverse conditions than those deprived of an emo- 
tionally salutory atmosphere. 

This reasoning is supported by many observations. 
Broken homes produce more than their share of emo- 
tional maladjustment, which often shows itself in juve- 
nile and adult delinquency and even in some forms of 
more definitely diagnosable mental disease. Much re- 
search remains to be done before this hypothesis can be 
considered fully tested, but under the pressures of need 
discussed above, a sufficient basis for action exists. 

It is out of these and similar observations that the 
psychiatrist seeks to teach, first parents, and then those 
persons who have intimate contact with large groups 
in the population, to look behind the superficialities of 
behavior into the causes of it. Only then can work be 
directed at causal factors rather than merely at 
symptoms. 

It is in this area of causal factors that the hypotheses 
of psychiatrists are presented in such detail and variety 
that the public becomes confused. This is partly a 
semantic difficulty. The psychiatrist is likely to deal 
with shades of meaning growing out of personal loy- 
alties and recent historical developments, for example 
in choosing whether he will speak in terms of uncon- 
scious, subconscious or simply use the phrase “more 
or less conscious.” The same factors will determine 
whether he will speak of ego, superego and id—or 
self, moral sense and untamed biological drives. These 
terms are, of course, not truly interchangeable for the 
trained psychiatrist. But they pertain to the same 
general areas of behavior and their use does confuse 
the layman. The fundamental concept that life ex- 
perience of the past may be used in predicting reac- 
tions to present and future situations is generally ac- 
cepted. All agree, however, on the necessity of more 
research to make this general hypothesis more specific 
and thereby more useful. 

The various experiences of life take place in atti- 
tudinal settings. The significance of incidents is large- 
ly determined by attitudes surrounding them. For ex- 
ample, spanking from a parent may be useful to a child 
who is confident in general that the parent is trying 
to help the child. A similar act may be deeply trau. 


matic, though no more painful at the moment, to a 
child who is or believes himself to be unloved by the 
parent. 

The recognition of the attitudinal meaning of acts 
is of great importance to health promotion in general. 
How much fear has to be engendered before people will 
go to have a blood test or a chest X-ray taken? What is 
the effect of fear in delaying response to take care of 
tuberculosis? How much does fear retard learning in 
children in school and what does it do to the child’s 
educational ambition? These examples give some hint 
of the research problems as well as the action possi- 
bilities in regard to the influence of attitudes on prac- 
tices of living, feeling, and thinking. 

The influencing of attitudes is a technique brought to 
its highest perfection at the present time in psychiatric 
therapy. It is not a matter merely of telling somebody 
something. It is a matter of cooperative thinking and 
planning by persons in both intellectual and emotional 
rapport. 

Physicians, teachers, public health workers, clergy- 
men, marriage counsellors, hospital administrators are 
examples of the professional persons who meet large 
segments of the population and are in a position to 
influence their mental health for good or for ill. The 
education of these groups to recognize the factors that 
promote health and to grasp and use them is the aim 
of programs for the promotion of mental health. 

Such programs are, as in the case of most other 
health programs, carried out by a variety of private 
_and public agencies. Their interaction is not essen- 
tially different from what it is in other fields of health 
promotion. Because this is a rather new field, however, 
one expects and finds a larger variety of administrative 
patterns than is the case with more established health 
ventures. 

In common with many other diseases, mental dis- 
eases of severe types are probably benefited by carly 
treatment. Again there is need for research to sub- 
stantiate this hypothesis which, as yet, has no solid 
proof. 

In addition to the professions listed above, certain 
other professions dealing with social breakdowns are 
highly important in early case finding. Social workers 
and court personnel, particularly, must be added as 
professions whose practitioners are likely to see early 
cases and thereby have the opportunity to refer cases 
for early therapy. 

The finding of cases has two functions. First, it 
makes possible the treatment of the individual case. In 
the second place, however, cases brought to attention 
make possible the diagnosis of faults in the community 
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which may be responsible for the cases. For example, 
one cannot overlook the correlation between slum areas 
and the rate of delinquency in them. Whether the lack 
of recreational facilities, or other factors, plays a sig- 
nificant role remains to be determined. 

Making diagnostic and therapeutic services available 
to the population has become an administrative field 
of considerable importance in mental health as in other 
health services. The pattern of administration varies 
widely in the States. Usually the responsibility for 
mental health programs has been assigned to health 
departments. In some of the largest States the respon- 
sibility lies in the same organization which operates 
the mental hospitals. In other States, administration 
is in the hands of a department of public welfare 
which may or may not include health and mental hos- 
pitals in its administrative purview. In addition to 
these public agencies, there are many autonomous or 
semiautonomous community psychiatric or child guid- 
ance clinics. These often operate on voluntary funds 
with or without governmental subsidy in addition. 
The National Mental Health Act of 1946 has given 
tremendous stimulation to the provision of clinical 
facilities for early treatment even though the funds 
available through its provisions have been relatively 
small. 

The personnel needed to man these out-patient clini- 
cal services are in very short supply. The types of 
personnel concerned are psychiatrists, psychologists, 
and psychiatric social workers. Even under the stimu- 
lation of the National Mental Health Act which has 
made available limited funds for the expansion of 
training facilities and stipends for students, the de- 
mand is far from being filled, particularly in psychi- 
atry and psychiatric social work. The exact numbers 
of these professions needed for out-patient psychiatric 
clinics cannot be accurately estimated but it is likely 
that there are openings for at least 100 psychiatrists 
and 300 social workers in clinics now—positions 
budgeted for, but not filled. In a very rough calcula- 
tion of need, it can be said that as many as 1,000 psychi- 
atrists and 3,000 psychiatric social workers are needed 
at this moment for clinic service. These figures rep- 
resent only the grossest type of estimate. Nowhere is 
there a community in which services exceed demand. 
Under these conditions it is extremely difficult to know 
the extent of the need to be filled. 


Treatment 


The treatment of the psychiatric patient so ill that 
hospitalization is necessary is preponderantly a public 
responsibility in this and other countries. The long ~ 
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duration of care required in institutions is the principal 
reason that hospitalization of mental patients is pri- 
marily in public institutions and the cost borne 
primarily from public funds. 

The length of stay in mental hospitals varies widely 
according to hospital and the type of mental disease. 
In many mental hospitals, about 65 percent of patients 
stay less than 1 year, but the remaining 35 percent 
are likely, under present types of management, to 
remain for many years—often the remainder of the 
lifetime of the individual. As a very rough estimate, 
which varies widely from State to State in this country 
and extremely widely in other cultures over the world, 
it can be said that hospitals for mental illness need 
to be provided at the rate roughly of one bed for 
each 200 of the population. The variations in rate 
of hospitalization within relatively homogeneous 
cultural settings are not well understood. 

Insufficient professional personnel and inadequate 
facilities greatly handicap the effective hospitalization 
of the mentally ill. Senile psychotics should be sepa- 
rated from patients with other forms of mental disease 
and adequate treatment programs instituted for both 
groups. If such a separation were accomplished, more 
effective management of both groups would be possible 


and a larger proportion of cases placed outside the ~ 


mental hospital. 

The mental hospital cannot perform effectively un- 
less it carries its therapy to the patient after he leaves 
the hospital, to protect him from recurrence of illness 
during readjustment in the community. Continuity of 
care from the onset of illness until the patient again 
becomes a productive, independent individual is ex- 
tremely desirable. A severe shortage of social workers 
makes it difficult to continue the treatment after the 
patient leaves the hospital. 

Research to discover the patterns of distribution 
of mental illnesses in populations and the reasons for 
the distribution had a considerable vogue in northern 


Europe between the first and second World Wars and 


even earlier. It began in this country more recently, 

There is now a recrudescence of interest in this 
field. At the present time some dozen research groups 
are working on this general problem, supported by 
both public and private funds. As a brief characteri- 
zation of their results, it may be said that psychotic 
mental illness occurs more commonly in the lower 
economic groups than in the higher. The question 
as to whether the low economic status is the result 
of the illness or vice versa, and whether there are 
genetic or other factors involved cannot be answered 
at this time. 
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Another generalization from the demographic studies 
is that mental deficiency appears to be more prevalent 
in rural than in urban societies. The reasons for this 
are not clear. A third interesting conclusion from 
some of the older American studies, the technical 
quality of which has been questioned, is that mental 
disease and deficiency is likely to be more frequent 
in isolated populations than in mobile ones with mixed 
genic strains. 

The intermittent character of this type of research 
has detracted from the effectiveness of it in the past. 
It should be conducted on a much more continuous 
basis not only because of its importance for planning 
facilities, but even more important, because it may 
lead to some clarification of the complexities in the 
causation of mental illness. 

Public mental hospitals have long been subject to 
recurrent waves of public interest, sometimes more 
maudlin or sensational than helpful. We are at pres- 
ent in a swing of public interest which appears to be 
more informed and, it is hoped, may have more sus- 
tained effect than has been the case heretofore. The 
officials who are responsible for hospitals are fearful 
of the pattern of fat and lean years, the occurrence of 
which depends upon the extent of public outrage or 
sentimentality. They prefer a steadier policy which 
will deal with a constant problem in terms that are 
consistently as generous for the large group of patients 
as the economy allows. They would like to see regular 
and reasonable appropriations which would allow year 
by year upkeep and expansion of capital structures as 
well as consistent relationships between personnel sal- 
aries and the general financial situation of the Nation. 
They fear the recurrent crisis which leads to exposé 
and generous appropriations followed by loss of in- 
terest and retirement of the issue from public atten- 
Increased effort 
of the citizens’ mental health associations, nationally 
and in the States, may help to stabilize this recurrent 
pattern of wild policy swings. 


tion; then crisis and exposé again. 


The postwar years have seen remarkable improve- 
ment in mental hospitals, beginning with the reorgan- 
ization of the Veterans’ Hospitals and extending to 
many of the States. Salary adjustments have made 
positions more attractive. Equally important, some 
hospitals have improved their educational programs so 
that their personnel, from physicians to ward attend- 
ants, feel more competent and thus more secure in 
their jobs. Mental hospitals are now rarely subject 
to political spoil machinations, but there are many who 


fear that these improvements, won at great cost, may be 


lost again if public apathy should supervene as it has 
in the past. 

Training in mental hospital administration is a much 
neglected field. For the most part, administrators of 
mental hospitals are psychiatrists who arrived at their 
positions through seniority as psychiatrists and not on 
the basis of training and experience in hospital admin- 
istration. Conversely, there is little attention by gen- 
eral hospital administrators to the issues of the care 
of the mentally ill in such hospitals. The general 
hospital is inclusive only to the extent of handling 
diseases other than those that interfere with man’s 
behavior. 

There is but one book on mental hospital adminis- 
tration and that is 16 years old. This indicates the 
neglect of the problem. In the last 3 years, mental 
hospital institutes sponsored by the American Psychia- 
tric Association have helped to overcome this lack of 
educational material in this special field. Standards 
of space for patients, architectural requirements, the 
problems of estimating costs of one sort of procedure as 
compared to another—these are issues that can be 
solved by relatively simple research in administration. 

Finally, there are issues involved in the adminis- 
trative management within the ward itself. There are 
important interrelationships here which can be eluci- 
dated by study in the field of administrative practices 
and methods. 

One of the great impediments to progress in treat- 
ment of the mentally ill at the present time is the short- 
age of all types of personnel. The American Psychia- 
tric Association has set standards for professional per- 
sonnel which form a realistic standard with which 
the actual personnel situation can be compared. This 
comparison was made in 1949 for the various States by 
the Council of State Governments. Using these stand- 
ards ard these data it appears that the over-all short- 
age of personnel is about 65 percent. Three States 
provide more than 80 percent of the standard and two 
go beyond it in supplying psychiatrists. No State 
reaches 50 percent of the standard in social workers and 
19 provide less than 10 percent of the need. As for 
nurses, 5 States reach 40 percent of the standard or 
more, and one area, the District of Columbia, has more 
than the standard for psychiatric nurses. Thirty-five 
States have less than 20 percent of the nurses needed. 

The numbers of additional personnel needed at this 
moment to meet these standards for mental hospitals 
are as follows: 
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It is probable that the shortages are somewhat less 
now than they were in 1949 because of the increased 
training efforts during the last few years. There has 
been an expansion from about 80 to 1,900 approved 
residencies in psychiatry since 1930. There has been 
similar, but probably not as great, expansion in train- 
ing facilities for the related professional fields as well. 

That needs for personnel are felt by the States is 
shown by the fact that appropriations for personnel 
consistently exceed the positions filled. 

One two-thirds of the positions for psychiatrists for 
which appropriations are made can be filled. The 
situation is approximately the same for psychologists. 
In the case of social workers and nurses, the excess of 
jobs appropriated for is less. This may be accounted 
for by the extreme difficulties of procurement. It is 
rather futile to allocate funds for jobs there is no hope 
of filling. 

The nonprofessional personnel in immediate charge 
of patients in our mental hospitals has been a matter 
for deep concern for many years. These positions 
have for generations usually been as low in pay and 
status as almost any society offers. Under such con- 
ditions, it has been almost impossible to obtain person- 
nel in this category who were honest and reason- 
ably intelligent. Some recent advances in pay and 
attempts in some areas to raise the social status of 
these positions have helped the situation. Where this 
has happened improvement in quality and educability 
of the group has followed. Unfortunately, inflation 
has in many cases wiped out the wage advances before 
they were able to improve the situation. Wages are 
not the only important factor, however. It is being 
increasingly recognized that the status of this group, 
its morale, must be greatly improved. One way of 
attaining this end is through education and granting 
evidence of training accomplishment, perhaps through 
certification or other meaningful devices. 

The last 20 years have seen advances in treatment 
procedures, particularly in cases of severe mental ill- 
ness such as depressive states and the behavior dis- 
organization known as schizophrenia. Insulin shock 
treatment, electroshock treatment and brain operations 
for the relief of tensions have been among the most 
noted. However, these treatments are, at the moment, 
for the most part stil] at the empirical stage. They 
are used because they work to some extent and no 
theory adequately explains exactly and in detail why 
they do work. In the case of insulin treatment, at 
least, the finding that the procedure was effective 
occurred quite accidentally. Sakel was treating mor- 
phine addiction with insulin when he found the drug 
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also helped control schizophrenia in some cases. Such 
a discovery was an incident in a lifetime of research 
interest and not the direct result of “applied research.” 
There has been also a steady, though not spectacular, 
increase in the knowledge and techniques of psycho- 
therapy over the last few years. There is a great need 
for more research in this field as well. 


The Mental Defective and Epilepsy 


Provision for care of the mental defective and the 
epileptic is neglected throughout the country. Modern 
care has in some areas of the country done much to 
enable these people to lead an independent and useful 
life within their limitations. As in the case of other 
mental aberrations the long duration and specialized 
nature of the treatment require public funds to assure 
its accessibility for all patients. 

The need for research in mental health has forced 
itself to the foreground at every point of this discus- 
sion. We must act as best we know how and with 
what leads we have—and we do not mean to deprecate 
them—in the promotion of mental health, the preven- 
tion of mental disease and the treatment and care 
of patients who need hospitalization. But we must 
know more in order to act with maximal effectiveness. 
In training personnel to fill the gaping needs for service 
to patients, we must not overlook the persons who can 
contribute to the knowledge necessary to make the 
services more effective. 


Commission Recommendations 
THAT: 


1. Research be given top priority in expenditure of 
resources for mental illness. Research in the hospital, 
clinic, and laboratory, should be extended. We should 
also develop epidemiological study of mental disease 
in the community, long-term studies to unravel the 
origin of mental disorders, investigation of feeble- 
mindedness, studies aimed toward differentiating senile 
patients from patients with other mental disease, and 
studies to develop better treatment programs for each 
group. 

2. The funds now made available to the National 
Institutes of Health for support of training be mate- 
rially increased and be used to assist in developing 
training facilities. 

3. State mental hospital systems be strengthened 
and maintained by sufficient appropriations to: 

(a) Provide adequate professional staff including 
psychiatrists, general physicians, nurses, and para- 
medical personnel. 

(6) Expand and improve the physical plants. 

(c) Provide linkage of mental hospitals with general 
hospitals, mental hygiene clinics, and other units of 
the health service. Regionalization of mental health 
services should constitute an integral part of general 
regionalization programs for all health services. 


DENTAL DISEASE AND DEFECTS 


Nature of Dental Disease 


The term dental disease denotes a variety of oral 
conditions, each of which represents a specific hazard 
to dental health. It includes dental decay; malocclu- 
sion and congenital deformities such as cleft lip and 
palate; acute and chronic disorders of the supporting 
tissues of the teeth; and a wide range of conditions 
which seriously reduce or limit the normal functions 
of the mouth. 

Dental disorders affect more than 90 percent of the 
American people at some time from early childhood to 
advanced age. Probably no other disease category 
affects constantly and recurrently so large a propor- 
tion of the population. The dental profession, as a 
result, is confronted with problems of prevention and 
control of a magnitude that challenges the imagination. 

Unlike most other organs, human teeth show little 
capacity for self-repair and self-replacement. Healing 
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rarely occurs spontaneously. ‘Treatment of dental 
conditions requires that each step in the restorative or 
reconstructive procedure be performed by the dentist 
on the basis of adequate examination and diagnosis. 
Dental treatment needs are seldom met through advice 
and prescription alone. With the exception of the 
dental hygienist, whose functions are circumscribed 
by the laws of each State, little or no dental treatment 
is rendered directly by auxiliary workers. As a con- 
sequence, dental care for the average patient is rela- 
tively time-consuming in terms of professional man: 
power. 

Lacking the obvious and dramatic character of other 
disorders, the importance of dental disease is fre- 
quently minimized. There is widespread feeling that 
since dental disease is not a “killer” dental care is 
postponable. 

A large share of dental disease is cumulative and 
irreversible and it therefore presents two phases which 


must be clearly distinguished for purposes of program 
planning. The first phase is prevalent need, or the 
amount of accumulated, previously neglected need 
existing at a given moment. Incident need, the second 
phase, is the volume of need which develops during a 
stated time interval, such as one year. The importance 
of this distinction will become more apparent in the 
discussion of the dental health problem of the Nation. 


Extent of Dental Disease 


At the present time much is known concerning the 
large volume of dental disease and the fairly constant 
rate at which it occurs in the population. Although 
this knowledge is not exact when applied to individual 
communities, it is sufficiently accurate to suggest the 
level of national dental needs and to indicate the gen- 
eral size of the problem of handling these needs. Field 
investigations have thrown a good deal of light on the 
extent to which dental decay occurs in the American 
people. 

Dental decay begins early in childhood. One or 
more decayed teeth are found an as many as 50 percent 
of 2-year-old children. At age 16 years, the average 
person has seven permanent teeth which have been 
attacked by caries. 

Neglect of decayed teeth leads ultimately to their 
loss. It has been predicted that unless adequate pre- 
ventive and control measures are applied, the children 
of today will lose half their natural teeth by age 40 
years. In this connection, it is recalled that in 1944 
almost 8 out of every 1,000 white registrants under 
Selective Service were recorded as having no natural 
teeth. This finding is consistent with the observation 
that elementary school children receive each year only 
about one-fifth of the fillings needed in permanent 
teeth. 

In recent years attention has been increasingly 
focused upon the problem of malocclusion, a broad 
term embracing a diversity of incorrect relationships 
of the teeth and jaws. Analysis of data collected from 
various regions permits an estimate of the prevalence 
of malocclusion which disturbs masticatory function 
or psychological well-being sufficiently to warrant 
orthodontic treatment. Approximately 10 percent of 
the population is affected with malocclusion of this de- 
gree of severity. Of those in need of treatment, some 
require complex and extended services and others re- 
quire simple procedures coupled with infrequent 
observations. 

Cleft palate, the most common of all congenital de- 
fects, occurs at a rate of 1 out of every 800 live births. 


There are an estimated 20,000 cases of cleft palate in 
the United States today, approximately 16 percent of 
which are accompanied by harelip. Practically all of 
these unfortunate people could have been turned into 
normal-looking, normal-speaking individuals had they 
been given adequate treatment with the procedures 
now available. Unfortunately there are serious de- 
ficiencies both in our methods of finding cleft lip and 
palate cases and in the facilities and personnel avail- 
able to provide the wide range of professional skills 
necessary to insure successful treatment. Consequently 
many people with cleft palate are not being treated at 
all or are receiving inadequate treatment. 

Diseases of the soft tissues and supporting structures 
of the teeth are also evident in a large proportion of the 
population. In fact, periodontal diseases, of which 
pyorrhea is the most common, are the major cause of 
tooth loss in adults. Vincent’s infection has been 
found to occur in approximately 31 percent of persons 
up to the age of 70 years. Cancerous lesions, arising 
in or near the oral cavity as a primary site, occur at the 
rate of 22 per 100,000 in white males and 5 per 100,000 
in white females. Deaths from cancer of the buccal 
cavity and pharynx per 100,000 white urban popula- 
tion have been reported as high as 8.0 for males and 
1.8 for females. 

It is possible to depict broadly the practical con- 
sequences of untreated dental disease. Under Selec- 
tive Service approximately 9 percent of the first 3 
million men examined were declared physically dis- 
qualified for military service because of defective 
dentition. Dental defects were the leading cause of 
rejection, accounting for one-sixth of all rejections 
during World War II. Accumulated dental neglect 
also exacts its toll in lowered industrial productivity 
at a time of heightened mobilization demands. A study 
of industrial absenteeism attributable to dental disease 
disclosed a frequency in four Tennessee plants of 47.3 
absences per 1,000 employees and a severity rate of 
4.4 days per absence. 


The Dental Health Problem 


There is reason to believe that less than 30 percent 
of the population receives an adequate level of dental 
care. The result, since dental disease affects almost 
everyone, is the creation of a staggering volume of 
accumulated need. The failure to meet needs at 
the rate at which they occur each year lies at the root 
of the Nation’s dental health problem. 

The customary omission of dental benefits from pre- 


payment health programs is a direct consequence of 
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this situation. The average costs of rehabilitating 
mouths which have not received regular care are high 
and unpredictable. There are at the present time, 
therefore, little or no actuarial data upon which to 
apply the insurance principle to the provision of dental 
care. 

The shortage of dentists is often cited as a factor in 
the disparity between needs and services rendered. 
The extent of the shortage may be inferred from the 
efforts of the Armed Forces to maintain a ratio of 1 
dentist per 500 troop strength at a time when the 
prevailing ratio for the population as a whole is 1 
dentist per 1,900 persons. 

Under present conditions, the supply of dentists is 
insufficient to furnish the quantity of service required 
to clear up the need which has accumulated over a 
lifetime of the population. Careful estimates point to 
a requirement of 7 hours of care to meet the 
prevalent needs of adults for service and more than 
1 hour annually for recurrent needs thereafter. The 
maximum output of all dentists, however; would pro- 
vide less than 1 hour of service per person in the United 
States each year, if each person were to share equally 
in the care. 

The existing shortage is intensified by the uneven 
distribution of dentists, notably as between rural and 
urban areas. The neglect of dental need among rural 
families reflects the relative inaccessibility of dental 
care. It is quite likely that the mere availability of 
dental care in many instances stimulates its utilization 
by the population. 

Of importance in the economics of dental service is 
the ability of the population to meet the costs of dental 
care. Various investigations have pointed to family 
income as a determinant of the frequency and amount 
of dental care received. Recent data from a family in- 
come and expenditure survey indicates that families 
with income between $2,000 and $3,000 spent an aver- 
age of $0.62 for dental care, compared with an average 
of $67.84 for families in the $6,000-$7,500 income 
group. The average dental expenditure for all families 
with an annual income under $10,000 was $22.73. 

This level of expenditure is obviously too small to 
meet the costs required to rehabilitate the mouths of 
On the basis of a 1940 statement of 
prevalent need and utilizing a Veterans’ Administration 
fee schedule for that year, it was estimated that the 
average cost of dental care would he $49 for male 
adults and $45 for females. Applying these data to the 
present population makes it appear that the cost of 
meeting accumulated needs would be in the neighbor- 
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all Americans. 


hood of the amount spent by Americans for all items 
of medical care during 1950. 

The actual expenditure of approximately $1 billion 
for dental care in the past year is indicative of effec- 
tive economic demand. As mentioned earlier, however, 
there is also an unexpressed demand corresponding to 
the amount of care people would purchase if it were 
more readily available. Of greater magnitude is the 
potential demand inherent in the possibility of enlarg- 
ing appreciation of the importance of dental care. 
There seems to be general agreement that psycholeg- 
ical factors of fear and indifference inhibit larger 
expenditures for dental care, even where economic 
capacity is not a bar to receiving needed treatment. 


Toward a Solution 


The objective of dental health planning is eventually 
to reach a point where accruing need would be met 
each year and accumulated need would thus gradually 
be eliminated. Essentially, though, there is little pos- 
sibility that this objective will be attained in the near 
future through an increased correction of existing de- 
fects. Under present conditions, only limited increases 
in the number of dentists can be anticipated. However, 
productivity from available dentists may be expanded 
somewhat through wider use of auxiliary personnel. 

Realistically, the path to improved dental health lies 
in the broadening of services for children. Beginning 
modestly and building up gradually over a period of 
years, programs could be developed to meet the total 
In addition, these 
programs would provide for continuing maintenance 
care as these initial groups grow older. Such an 
approach has an advantage in that treatment is applied 
to relatively early lesions, thereby controlling their 
progression to more serious involvements. Also, habits 
of seeking dental care regularly would be established 
in the most formative years, with a likelihood of carry- 
ing over into adulthood. 

The solution to the Nation’s dental health problem 
lies in supplementing current methods and procedures 
through wider application of preventive and control 
techniques. Available measures for prevention are 
today capable of fuller use. This is particularly true 
of water fluoridation, which stands out as the most 
promising public health approach developed for 
reducing the incidence of tooth decay in population 
groups served by municipal water supplies. Fluorida- 
tion of communal water supplies is now in effect in 475 
communities, with a combined population of nearly 
11 million. An additional 353 communities, with 17 
million persons, have approved this means of prevent- 
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ing dental decay. Topical application of fluorides 
can contribute to substantial reduction of decay in 
children of rural areas. 

The challenge of the times is to advance understand- 
ing of the fundamental causes of dental disease in its 
various manifestations. The results of research can 
point the way to new and better ways of treating dis- 
ease through simplification of therapy, shortening of 
chair time. and improvements in dental materials. 

The disciplined search for new knowledge is an ex- 
pensive undertaking. Its requirements for skilled per- 
sonnel, physical facilities, and operational support are 
costly and become more so as the complexity of research 
increases. 

In the light of its potential benefits, however, the 
current investment in dental research is completely 
inadequate. This is the essential reason that dental 
research has scarcely scratched the surface of the mul- 
tiplicity of problems which stand in urgent need of 
investigation. 

- A measure of the inadequacy of support is apparent 
in the fact that expenditures for dental research in 
1949 amounted to less than 1 percent of the total spent 
for research in the medical and biological field. 

The dental schools in 1949-50 spent $733,000 for 
research, compared with an estimated $23.6 million 
expended by medical schools. This expenditure of the 
Nation’s dental schools for research in 1949-50 came 


to less than 0.1 percent of the amount spent for treat- 
ment in dental offices. 

From the foregoing, there can be little argument as 
to the need for increasing financial support of dental 
research, to permit an expansion of facilities and to 
stimulate the recruitment, training, and employment of 
skilled investigators. The existence of these needs is 
further highlighted by the fact that 8 out of 42 of the 
Nation’s dental schools reported no expenditure for re- 
search, while 6 schools spent less than $1,000 during 
the academic year 1949-50. 


Commission Recommendations 


THAT: 


1. Dental care be considered an essential component 
of comprehensive health service, to be made available 
for children immediately, and for the entire population 
as rapidly as possible. 

2. All communities bring the fluoride content of their 
communal water supplies up to an optimum level for the 
prevention of dental caries, and that individual preven- 
tive dental procedures likewise be promoted. 

3. More efficient methods of dental practice, includ- 
ing the more general use of dental assistants and dental 
hygienists, be undertaken. 

4. Increased 
supported. 


research into dental disease be 


ENVIRONMENTAL HEALTH 


Introduction 


Without a safe environment all other health efforts 
are meaningless. In certain parts of the world men 
still have to struggle against the disease-bearing mos- 
quito, the tsetse fly, the blood fluke carried by the snail. 
Harmful insects, worms, and other pests still sporadic- 
ally prevalent in our environment are but a small legacy 
left over from the infested environment of former ages. 
Man has done a good job in exterminating the larger 
wild animals, and since the days of Koch and Pasteur 
he has learned to protect himself against germs and 
their carriers such as lice and rats. Now come the 
viruses. These shade off into the chemical poisons 
against which man has always had to be on guard. 

During the past century the major threat from man’s 
environment has arisen through his own despoiling of it. 
Water in nature is nearly everywhere reasonably safe— 
unless man discharges his own sewage into it. Most 
natural food, promptly prepared and eaten, is whole- 


some—trouble arises when man seeks to preserve and 
process it. Air is clean—until we pollute it with the 
wastes of urban industrial life. City-dwellers have 
built the slums. 

When we speak of a healthful environment we think 
mainly of safe, wholesome, palatable water; of a health- 
ful diet; of clean air; and of shelter for our families 
where they live and work and rest. The need for a 
healthful environment is common to all peoples. It cuts 
across boundaries of occupation, race, class, and poli- 
tics. If it differs from neighborhood to neighborhood, 
from region to region, it differs not in fundamentals 
but only in complexity. 

Today our Nation’s needs for environmental health 
services are the most complex in history. This is due 
to the environmental changes created by our economic 
and technological advances. The job today for en- 
vironmental services is to keep up with, or ahead of, 


these trends. 


The Task 
Parily Solved Problems 


In America good public water supply systems now 
serve more than half the population of the country. As 
a result, the intestinal diseases which once menaced our 
cities now occur but rarely. However, increased in- 
dustrial and household use of water is raising a serious 
question as to the adequacy of the total water supply 
in some areas. 

About 90 percent of the market milk served in Amer- 
ica is pasteurized, thereby greatly benefiting the health 
of infants and children. 

Substantial investment has been made in capital 
equipment for sewerage systems, food processing and 
shelter of all kinds. In addition, public and private 
health organizations have developed laboratories, tech- 
niques and staffs of trained personnel which are widely 
used in controlling environmental hazards. However, 
the task even with respect to elementary protection is 
by no means complete. 

Seven million homes are still without running water 
and water-carriage systems of waste disposal. Four 
million rural families need new or improved water 
sources. The backlog of proposed water works con- 
struction projects amounts to $1.4 billion, while $2.4 
billion worth of sewerage projects await execution. A 
10-year program of investment in treatment facilities 
for municipal and industrial wastes is estimated to 
run from $9 to $12 billion. 

One-third of the Nation’s dwellings today have basic 
health defects. Almost 7 million dwellings are over- 
crowded. Almost 13 million lack decent toilet facili- 
ties; only about a third of these are in farm areas. 
More than 12 million dwellings have no shower or 
bathtub. Clearly, to meet a reasonable standard of 
healthful living, certain sections of America still need 
considerable improvement in basic sanitation. The 
rural areas particularly have been left behind in such 
essentials to modern life, health, and comfort as the 
turning on of the spigot, the flushing of the toilet, and 
the availability of clean food and pasteurized milk. 

We have come a long way since Benjamin Rush 
attacked filth in Philadelphia. A hundred years ago 
we were obliged to advance sanitation by a trial and 
error process. Shortly thereafter, the identification of 
microbes led to such modern lifesaving techniques as 
pasteurization of milk and chlorination of water. 
Since then teams of health workers have organized 
effective attacks upon a host of disease vectors. 

Today the Nation needs to carry on what has been 
begun so well. We are also beginning to explore rela- 
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tively new worlds: the viruses and fungi; pollens and 
danders; the effects of noise, radiation, dusts, tempera- 
ture, humidity, and other physical forces; the environ- 
mental needs of an aging population; environmental 
factors in chronic disease; problems of nutrition; 
methods for reducing the appalling toll of home acci- 
dents; and the penetration of the environment by a 
rising tide of commercial chemicals, some with adverse 
biological effects. 


New Problems 


In all progress there is a feed-back process which 
creates new problems almost as rapidly as old ones 
are solved. The chemicals used to control disease- 
carrying insects may themselves become environmental 
hazards. Radiation used to sterilize sealed foods, an 
imminent development, may itself be a hazard in the 
working environment. 

One outstanding trend is the increasing rapidity and 
continuing complexity of environmental change. In- 
dustrial production has increased sevenfold since 1900; 
half of this increase has come within the past 10 years. 
The speed of our progressive technology is tossing us 
far out into uncharted waters. From here on, we 
travel without precedent. This means that we are 
obliged to review our health programs constantly and 
to adjust them frequently to keep them in phase with 
the times. 


Resources 


The tremendous productive capacity of the Ameri- 
can Nation assures us of the ability to provide essential 
environmental services. We have the material re- 
sources, the knowledge, and the ability to train per- 
sonnel. We have also a respectable body of capital 
equipment for water and sewerage systems, food pro- 
cessing, shelter of all kinds, and laboratory work. 
Even though there are specific deficiencies, we have 
unquestionably the greatest per capita investment in 
the world in a healthful environment. 

Our institutional as well as our material resources 
are considerable. There have been noteworthy con- 
tributions by private philanthropic institutions such 
as are found only in America. We have the core of a 
successful team of Federal, State, and local public 
health agencies. The present pattern of administering 
public health programs gives us flexibility and the op- 
portunity to experiment and to diversify. At the same 
time, it makes possible the development and use of 
uniform standards, equipment, or methods, in situa- 
tions where the advantages of uniformity are fully 
apparent. 


Our paramount need in this connection is to recog- 
nize that a healthful environment is a basic social 
objective. Such recognition should be established not 
only among professionals but also among the general 
public. It is not merely a matter of securing funds 
to support health work. Funds now available are not 
always spent as well as they should be, especiaily where 
appreciation of prime health objectives is lacking. 

Health departments do not engage directly in every 
field of environment health service; often services are 
managed as commercial or mechanical functions, some- 
times with little regard for their relation to public 
health. Money should be used to anticipate future 
health problems. We should not delay action until 
there is a clear and present danger. Professional 
health workers usually know the need for environ- 
mental services years before public opinion and public 
officials support such services. 

Widespread recognition of health objectives may 
help also to extend participation in this work by those 
occupied outside the public health profession. En- 
vironmental health services have grown so complex 
that they are no longer managed exclusively by a 
handful of public health employees, the mere 8,500 
engaged in sanitation work in all State and city health 
departments. They must have active collaboration by 
physicians, architects, engineers, farmers, food 
handlers, builders, and city planners, to name but a 
few of the trades and professions concerned. 

Traditionally health work has been negative. It 
has tended to prevent disease rather than to promote 
health. We are in a position today to conceive of 
health in positive terms. We can define healthful 
living conditions, and we can work toward such con- 
ditions. For example, it would have been good en- 
gineering and good economics, too, if we had worked as 
hard to secure and protect clean raw water as we 
have worked to treat polluted water. The same con- 
cept applies to housing, dental health, and other fields. 
This positive concept of health may be the decisive 
difference between environmental health work as we 
have known it in the past and as we may see it in the 
future. 


Components of the Environment 
Water 


Although the highest use of water is to relieve thirst, 
in our society its other uses are equally essential. For 
this reason, we have come to feel it has been a basic 
error to separate the need for a safe drinking water 
supply from the need to prevent gross pollution of 
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the raw water source. Today we must approach the 
development and utilization of the water resources as a 
unit. Water is a factor in nutrition, dental health, 
waste disposal, shelter, atmospheric conditioning, radia- 
tion exposure, recreation, and in industrial production. 

The demand to maintain and to extend basic water 
services is unrelenting. There is constant pressure to 
reclaim water in polluted sources; to abate pollution 
now entering streams, lakes, and harbors; to extend 
the practice of fluoridation; and to improve techniques 
for managing certain trade wastes. 

The most important single environmental factor in 
our modern civilization is the water supply. Without 
water and without getting rid of the spent water in a 
sanitary fashion, no amount of good housing will 
avail. The whole means of livelihood of the com- 
munity depends upon its water supply. Without it, it 
is quite impossible to carry on any kind of industry. 
Water, since the days of the town pump, has been sub- 
ject to public control. As long ago as the last century 
it was recognized that the purity of inland waters was 
a public responsibility. Today it is still one of the 
most important responsibilities of State health de- 
partments. 

From the textbook point of view, water is a part of 
nutrition. Food includes water as well as proteins, 
fats, and carbohydrates. Three-quarters of our body 
consists of water. It is difficult for anybody to gain- 
say its biologic primacy. Originally we came from 
the sea, and our blood is still in composition similar to 
the water of the ocean. We continually learn to use 
more of it, and use it in different ways. 

We must anticipate expanding demands for water. 
The 1975 population is estimated at 193 million, an 
increase of some 40 million over the present number of 
people. The President’s Materials Policy Commission 
has predicted that the 1975 industrial output will be 
double that of 1950, and that industry may require 
214 times as much water then as now. 

We must constantly guard against water-borne 
disease. An epidemic of typhoid fever struck Min- 
neapolis as late as 1935. There had not been any 
disease traceable to water supply in 20 years; the city 
had the best equipment and the best managed equip- 
ment in the state. Then following public pressure and 
complaints about the taste and odor of the water, the 
city authorities ordered a reduction in the chlorine con- 
tent of the water. The result was a typhoid fever 
epidemic with more than 100 cases and a number of 
deaths. 

It is not unusual in the United States to carry out 
irrigation projects that put millions of new acres 
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under irrigation but at the same time create phenome- 
nal problems due to mosquito breeding. Those inter- 
ested only in disease prevention could, on that ground, 
oppose such irrigation plans. But we must learn to 
plan water development and live with it even though 
the disease risk is increased, because other public in- 
terests make such a course inescapable. Water re- 
sources affect the whole economic and health set-up 
of this Nation. The engineer has to learn to look at 
this water picture in its totality, including the multiple 
pollution problems. Water is still our greatest sani- 
tary problem. 


Air 


Although, pound for pound, our intake of air is 
10 times as much as our intake of water, the atmos- 
phere is one of the relatively neglected fields of public 
health. Presumably, different atmospheric standards 
would apply to the kitchen, laundry, and nursery; to 
the school and factory; to the city and country. But 
we do not know what they should be. Meanwhile, we 
observe the discomfort of millions of hay-fever vic- 
tims; the chronic irritation in Los Angeles; the deaths, 
notably among the aged, in Donora; and in certain 
occupations, specific lung diseases, such as silicosis 
and lung cancer. A polluted atmosphere attacks not 
only the lungs but also the skin and eyes. Atmos- 
pheric chemicals enter the blood stream with secondary 
organic effects, e. g., those produced by carbon mo- 
noxide and tetraethyl lead. 

The disaster in 1948 in Donora, Pa., showed how 
serious air pollution can become. Seventeen people 
died from fumes in one day. Hospitals were jammed. 
Asthma and cardiac sufferers and the aged were the 
chief victims. 

In this field, there is a need for legislation and ad- 
ministrative organization; for better standards; a better 
knowledge of the contents of the atmosphere, of the 
techniques of regulating atmospheric conditions, and 
of the chronic effects of low-level exposure to impur- 
ties. What all this will cost, no one can say. But it is 
not likely to be as expensive as the present losses that 
result from dust, corrosion, illness, and other effects 
of atmospheric pollution. 

In the presence of alarming changes in the natural 
environment we must strengthen determination to act 
on the basis of available information, sometimes before 
all the evidence is in. With respect to radioactive 
dusts, for example, we cannot afford to postpone cor- 
rective action until all scientific questions have been 
answered in final detail. 
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The emerging problem of controlling ionizing radia- 
tions demands that we seek competent personnel in 
local and State health departments to assume their 
responsibilities in the atomic age. The growth of the 
facilities of the Atomic Energy Commission and the 
concomitant use of radiations in private industry sug- 
gest that health departments already have a heavy re- 
sponsibility to protect this generation, and future gen- 
erations, from the consequences of excessive exposure. 
They should establish programs to evaluate radiation 
exposure and to develop protective practices. 

The need for broad-gauge men and cooperative rela- 
tions with those in related fields is indicated by the 
complexity of our industrial growth. Our economic 
future depends upon the determination of industrial 
engineers and health workers to keep under control 
the by-products of modern technology. Environmental 
services are the private domain of no single profession. 
The health team has come to replace the individual pro- 
fessional in health practice. But even in the team, we 
look to individual leaders. Such leadership goes to 
the personality with the capacity and competence. It 
is not a professional monopoly. 


Food 


Barring danger of infection or poisoning, it is usual 
to think of food as a harmless commodity. Environ- 
mental services have been applied to the food environ- 
ment, rather than to the food itself. But with the de- 
velopment of a positive view towards health, we come 
to think of food less as a commodity and more sharply 
in terms of nutritive and health essentials. American 
concern with the quality and quantity of its diet be- 
gan with isolation of the vitamins and with Gold- 
berger’s pellagra studies. The extent of malnutrition 
20 years ago intensified this concern. Outright defi- 
ciency diseases—pellagra, beriberi, and rickets—have 
become relatively rare. But we still lack a sound index 
of where we stand on nutrition. 

Efforts to protect food from contamination have 
been aimed chiefly at certain bacteria and toxins. Such 
protection must constantly be sought in public eating 
places. Protection is also needed where the food proc- 
essor uses chemicals... The Delaney committee of the 
Congress has been investigating the issue of adding 
chemicals to foods. Several interested groups have 
suggested that a Federal food board be appointed to 
rule on the safety of using chemical additives. Some 
of these additives, in appropriate amounts, are bene- 
ficial. Among these are fluorides, iodine, and vitamin 
D. But some chemicals are known to be harmful and 
others bear further investigation. 


The need for uniform regulations, uniformly ad- 
ministered, is particularly urgent in the food industry. 
Fortunately the milk industry and public authorities 
have developed a cooperative program, designed in 
part, to facilitate the movement of milk across State 
lines. Uniformity is expected also to achieve major 
economies in the design, manufacture, and use of 
equipment. 


Shelter 


The idea that shelter is limited to the roof and 
four walls we call a home no longer prevails. The 
concept has been broadened. The safeguards applied 
at the factory, school or office are all considered 
extensions of those applied to the family roof. 

In practice, decent shelter provides a_ potable 
supply of water, sanitary disposal of sewage and 
garbage, healthful atmosphere, temperature, and light- 
ing; quiet and privacy; space enough for safe move- 
ment and storage; screening and other protection 
against pests or disease carriers; safe fireproof design 
and construction; play space and reasonable access 
to community facilities in an orderly neighborhood. 
These are approximate specifications of what is meant 
by the national housing policy approved by Congress, 
stating that “the health of the people * * * 
requires a decent home and a suitable living environ- 
ment * * * for each American family.” 

Despite this policy, and despite a prodigious record 
of building in the past 5 years, it has already been 
noted that one-third of the Nation’s dwellings today 
have one or more basic health defects. 

Before the discovery of micrcbes, health depart- 
ments actively enforced minimum standards of health 
and sanitation in housing. A _ short-sighted notion 
that germs could be controlled without sanitation for 
a time tended to discourage this activity. Another 
reaction against sanitation has occurred since the war 
as a result of the use of DDT and other chemicals. 
Some held a vain hope that disease-carriers could 
be controlled chemically without sanitation measures. 
Experience has since shown that this is not true. 
Environmental sanitation remains essential. 

The current housing shortage has encouraged 
progressive health departments to apply enforcement 
measures to improve the decency of shelter. Balti- 
more, Los Angeles, and Milwaukee are among the 
more than 40 cities that have programs under way. 
Health departments in at least 40 other cities have 
taken initial steps in this direction. These programs 
in full sail could help to add 500,000 decent housing 
units to the present supply every year. 


Builders and real estate operators are supporting 
this program. Public health officials, recognizing that 
present private building and public housing are far 
from satisfying the demand for decent homes, can con- 
tribute significantly to solving the shelter problem. We 
must also seek higher standards for the shelter facili- 
ties used by a million migrant workers and by other 
transients. 


The Integral Environment 


Air, food, drink, and shelter, the components of our 
environment, constitute elementary necessities of living. 
Their relative importance varies with the need of the 
moment. In the desert water to a parched throat is 
everything; for a beggar on the city streets to whom 
all restaurant and residence doors are closed, a square 
meal may be the one thing he needs most—he can get 
a drink of water for nothing. A man tired out after 
a day’s work needs rest, and if he is really fatigued he 
requires sleep in a quiet place where he will not be 
disturbed. To a man with respiratory distress, closed 
windows can be a torture. 

In the ordinary course of life we thrive best with 
free access to all four components of this continuous 
cycle of our needs. Today in the United States people 
seldom face stark destitution of any kind. Our de- 
ficiencies are matters of degree. In our planning for 
health every single environmental need deserves full 
consideration. 

Some cities, notably Cincinnati, have made an at- 
tempt to put all these environmental services into a 
planned program. Bond issues for the various neces- 
sities are considered as parts of an integrated whole. 
A master plan can be made to cover water, sewage, air, 
housing, and even food sanitation. In that case the 
city department heads become a planning commission, 
taking into consideration citizen interest and also citi- 
zen education. The latter must be stimulated in order 
to get citizen support. 

There is no reason why such a system of planning 
could not be applied to units wider than a single city— 
in fact, the ideal is to have it operate on a regional or 
even State-wide basis. As it is, most citizens are quick 
enough to complain to the city fathers when something 
seems to be wrong with the water supply or sewerage 
system. The public is sure to complain if the water 
tastes bad. Then the only thing to do is to get together 
and to meet the expense for a properly treated water 
supply. Some cities are troubled with overloaded 
sewers. Some discharge raw sewage into small 
streams. Others face a mosquito breeding problem 
that is dificult to control. In the regional planning 
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commission the engineer, the public works people and 
the health authorities can sit down together and dis- 
cuss the particular problems of the locality. Such 
planning would lead to much better services. 

A number of commissions have from time to time 
been appointed, the President’s Water Resources Com- 
mission for example, to do some of the things that must 
be done on a broad basis. When it comes to the total 
environment we need a total approach. This becomes 
particularly urgent when adverse conditions affect the 
health or the general harmony of living. Every na- 
tional disaster, whether of flood, fire, or famine, brings 
a resurgence of planning. Whether we like it or not, 
when inherently dangerous elements in our environ- 
ment threaten us, we have to use foresight if only to 
plan our escape. Our goal, however, should be to use 
our planning ability so that in the future our public pol- 
icy and our health services will be such as to provide a 
healthful environment for all of our people. 


Future Requirements 


Research 


It is hard to overemphasize the importance of broad, 
popular understanding of the environmental conditions 
fundamental to public health. The problem of devel- 
oping this understanding should be a subject of re- 
search. The man at the bench or the desk seldom takes 
total health needs as seriously as he takes the water sup- 
ply in his own kitchen. It is difficult to stir him with 
the fact that accidents in the home are the leading cause 
of death among children. Chronically, he takes the 
view that home accidents happen to somebody else. 
There is a need to know how such a personal view of 
public health can be broadened. 

Other research needs—the need for modern tech- 
niques of operation and management and the need for 
modern procedures for evaluating health conditions 
and techniques—relate largely to specific operations. 

One almost untouched but very important field of 
study is the relation between health and total eco- 
nom?:: prosperity. On the one hand, we need to know 
what health services are possible. One the other, we 
need to know how much environmental controls con- 
tribute to the expanding economy. 

It would be useful to know on what terms our re- 
sources could assure a decent home for every family. 
It would be useful also to measure the effects of health 
on the productivity of the working population or the 
economic advantage realized from industrial uses of 
water. Both industry and the public may benefit from 
such studies. With such knowledge, we may find 
greater demand to raise health standards substantially. 
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For water pollution control, particularly, there is a 
need for continuous, automatic monitoring instruments, 
such as we have developed for measuring radiations. 
New kinds of measuring instruments are needed, too, 
because the character of pollution has changed in re- 
cent years. There is a need to develop techniques for 
removal of specific pathogens from water and for re- 
moval of organic chemicals and radioactive substances. 
There is need for a major shift in emphasis from the 
simple disposal of waste material to its capture and 
conversion into useful commercial products, especially 
in view of the depletion of certain non-renewable re- 
sources and the importance of organic fertilizers. This 
need will grow with time. 

If it is agreed that environmental research is largely 
applicational in nature, then it is important to evaluate 
both research and operations in terms of the ends we 
seek. Such evaluation would determine whether our 
efforts are meeting their objectives. They would pro- 
vide a solid basis for planning. And they would tell 
us whether we are developing techniques and facilities 
to deal with predictable events in the environment. 


Outstanding Needs 


The four fundamentals of environment—air, water, 
food, and shelter—in the United States right now pre- 
sent a complex assembly of interrelated needs. In each 
of these fields there are the recurrent needs of adminis- 
tration, personnel, research, and positive concepts. 

In general, environmental health services today de- 
serve greater recognition. The Nation must learn to 
adjust these services to the demands of a rapidly chang- 
ing environment. Recognition may come if the public 
learns to associate personal demands in environmental 
services with the public need. 


Commission Recommendations 


THAT: 


1. Environmental health authorities participate in 
municipal and regional planning so that health-main- 
taining features will be built into new housing, in- 
dustrial, and other construction. 

2. Research be undertaken to advance basic knowl- 
edge of the relationship of environment to health in- 
cluding the effects of housing, air pollution, and radio- 
active materials; to insure the application of present 
knowledge in the environmental control of water, milk, 
and food supplies, in sewage disposal, and in insect 
control; and to render present control operations 
more economical. 


3. Training of all categories of personnel required to 
protect the people against environmental hazards be 
stimulated. 


4. A vigorous attack on sanitary aspects of rural life 
be initiated so as to overcome the present lag in its 
environmental health protection. 


, ACCIDENTS 


Introduction 


Accidents as a cause of disability and death and of 
expense to the individual and society are gaining in- 
creasing recognition as an important aspect of the 
environmental health problem. 

For the children and youth of the Nation, accidents 
now rank first as a cause of death. At all age periods, 
accidents are among the first five leading causes of 
death. Approximately 9.5 million disabling accidents 
occurred in 1951. Of these 94,000 resulted in death 
and 350,000 in permanent impairment. Accidents 
continue to make up a sizable portion of the Nation’s 
casualty list. They stand out, as a major preventable 
cause of disability and death. 

The increased importance of accidents in American 
life makes desirable a determined attack on the hazards 
leading to injury and death among all groups, espe- 
cially children, old people, industrial workers and 
rural people. A basic factor in most accidents among 
all groups is carelessness. 


Geographic Distribution and Types of 
Accidents 


The death rate from all accidents ranged in 1949 
from 43 per 100,000 population in Connecticut and 
New Jersey, to 107 in Wyoming. The New England 
and Central Atlantic States have the lowest death rates 
for all accidents and the Rocky Mountain States the 
highest. Motor vehicle accident death rates are lowest 
in the New England and Central Atlantic States, high- 
est in the Southwest, Far West and Rocky Mountain 
States. 

While deaths from many specific types of accidents 
have decreased, the saving in lives has been offset by 
the growing toll of deaths from automobile accidents. 
More than one-third of fatal accidents today are due 
to the automobile. Three broad types of accidents 
are discussed briefly below—home accidents, motor 
vehicle accidents and occupational accidents. 


Home Accidents 


The health professions have shown a growing con- 
cern with home accidents and are seeking the expansion 
of programs for their prevention. In 1951 nearly one- 


half of the 9.5 million disabling injuries and 30 per- 
cent of the accidental deaths occurred in the home. 
It has been estimated that for every person killed in a 
home accident, 150 are injured and four become per- 
manently disabled. Each year, approximately 110,- 
000 persons in this country are left with a permanent 
impairment as a result of accidents in the home. 

The direct economic effect upon individuals can 
be approximated in terms of wages lost and medical 
expense. In 1951, 450 million dollars were lost in 
wages, and 170 million dollars in medical expenses 
because of home accidents. 

Home accidents affect all age groups, but are most 
frequent among children (under 15 years of age) and 
the aged (65 years and over). Of all fatal home acci- 
dents 24 percent occur in the age group under 15 and 


Motor Vehicle Accidents Keep the Accident 
Death Rate High 
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Figure 10.—Death Rates for All Accidents and for Motor Vehicle 
and Other Accidents, Death-Registration States, United States, 
1900-50. 
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over half in the age group 65 years and over. Accord- 
ing to one study these two groups had the highest acci- 
dent rates per hour spent in the home. 

Accidents today constitute the greatest single threat 
to physical health among children. They represent a 
growing concern to parents, general physicians, pedi- 
atricians, and others responsible for the health and 
welfare of the child. With the conquest of communica- 
ble diseases of childhood, accidents have become the 
leading cause of death. Many home accidents to chil- 
dren, such as those from burns, poisonings and fire- 
arms, could be easily prevented by parents if they were 
alert in keeping hot and poisonous substances and fire- 
arms out of the reach of young children. 

Home accidents among aged persons present a com- 
plex problem because of the high incidence of certain 
chronic diseases in the same group. A study in one 
State indicates that a chronic disease is often asso- 
The most 


prevalent of these chronic conditions is some form of 


ciated with death from home accidents. 
cardiovascular disease. 


Falls Are the Most Frequent Cause of 
Accidents 
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Disabling Accidents in Specified Age Groups Among White 
Families, Eastern Health District of Baltimore, 1938—43. 
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Experience in the States of Connecticut, Kansas, and 
New York indicates little or no improvement in the 
home accident situation during the period 1939-48. 
The death rates at the beginning and end of the period 
for each State were Connecticut 25 and 24, Kansas 29 
and 33, and New York 28 and 31 per 100,000 persons. 


Motor Vehicle Accidents 


The National Safety Council estimates that the cost 
of motor vehicle accidents in the United States in 1951 
was nearly 3.5 billion dollars. There were 37,000 
deaths and more than 114 million injuries disabling 
those injured beyond the day of the accident. The 
medical expense alone is estimated to total 90 million 
dollars. 

One third of all deaths from automobile accidents 
occur among children and young people. Motor ve- 
hicles are the principal cause of fatal accidents in this 
age group. 

Thirty-three percent of the deaths from motor ve- 
hicle accidents in 1949 resulted from a collision be- 
In 27 percent of the deaths, 
pedestrians were the victims. One-fifth of the latter 
were children under 15 years. In half of all fatal 
automobile accidents to children, the child is involved 
as a pedestrian. 

The high toll of sudden, premature death caused 
by automobile accidents poses major medical prob- 
lems for the physician. In addition to his efforts in 
prevention and treatment, he must spearhead activ- 
ities to ensure that all motorists have first-aid instruc- 
tion, that the injured are transported without delay 
or further injury to a hospital, that blood banks are 
available, and that the patient receives total rehabili- 
tation. 


tween two motor vehicles. 


Joint medical and engineering research on crash 
accidents will help to determine what changes in car 
designs would better protect the passenger from the 
impact resulting from accidents. 

The extremely high toll of automobile accidents 
in disability and death makes them one of the Nation’s 
major current health problems. 


Occupational and Industrial Accidents 


In 1950 occupational accidents resulted in almost 
2 million injuries of which 15,500 were fatalities. It 
is estimated that in the same year approximately 40 
million man-days were lost or the equivalent of the 
production effort of 134,000 workers. 

The over-all industrial accident rate in 1950 


amounted to 27 deaths and 3,360 injuries per 100,000 


workers. Of the various industry groups, trade had 
the lowest rate, with 12 deaths per 100,000 workers, 
and construction the highest rate with 93 deaths per 
100,000 workers. Death rates for manufacturing 
industries averaged 17 per 100,000 workers and for 
agriculture 57. With respect to injuries, public 
utilities had the lowest rate and construction the 
highest. 

Injury-frequency rates based on man-hours worked 
provide a better measure of risk. Using this measure 
of exposure to risk, communications and _ business 
services show the lowest rates in 1950, 4 per|1 mil- 
lion man-hours worked. Trade had a rate of 12; all 
manufacturing 15; police 32; construction 41; coal 
mines 53; and metal mines 46. 


Manufacturing 


Injury-frequency rates in manufacturing dropped 

from 24.2 per 1,000,000 man-hours in 1926 to 14.7 in 
1950, according to a special study by the Bureau of 
Labor Statistics. Injury-frequency rates for specific 
types of manufacturing show a wide range. Low rates 
are found in such industries as manufacture of: air- 
craft parts, 5; industrial organic chemicals, 5; blast 
furnaces and steel mills, 6; and motor vehicles and 
equipment, 7. Higher rates are to be found in saw 
mills and planing mills, 59; iron and steel foundries, 
32; household furniture, 22; and meat products, 22. 
In the extractive industries the rates are generally 
higher than for most manufacturing. Logging has an 
exceedingly high rate, 96 per 1 million man-hours in 
1950. 

These rates and other indexes of injury have been 
shown to depend upon the size of the plant. In general, 


Table 7.—Injury rates in manufacturing plants by size 
of plant, 1949 


{Based on, 1949 experience of nearly 3,500 manufacturing plants reporting to 
the National Safety Council] 
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Source: National Safety Council. Accident Facts—1952 edition, p. 33 
(Chicago, Ill., 1952). 


smaller plants have higher injury-frequency rates. 
Severity rates show the same variation according to 
size of plant. More than one-half of all employees in 
manufacturing are employed in plants with less than 
500 employees. 


Agriculture 


Accident rates in agriculture are relatively high. 
The death rate from accidents in agriculture is approxi- 
mately three times what it is in manufacturing and the 
trades. Injuries were 4,530 per 100,000 agricultural 
workers as against 2,810 in manufacturing. Few de- 
tailed data are available concerning farm accidents. 
In very few States, are farm accidents covered to any 
extent under the State compensation law. Several 
sample surveys indicate that each year one resident out 
of every six living on farms is the victim of an accident 
involving one day or more lost from regular activities. 

Seventy-two percent of all accidents to farm people 
occurred on the farm. It is estimated that of these, 16 
percent were in the farm home and 56 percent else- 
where on the farm. It is these latter only that are 
usually classified as farm accidents. Accidents by fall- 
ing are the most prevalent of all accidents to farm peo- 
ple, but less than one-half of these occur while en- 
gaged in farm work. On the other hand, 79 percent 
of the accidents caused by machines occurred in the 
course of farm work. 

A 20-year study of fatal accidents on farms in Kan- 
sas covering 1,759 deaths, revealed the following 
percentage distribution of fatal farm work accidents: 
Agricultural machinery, 32; injury by animals, 18; 
falls, 11; vehicles, 10; excessive heat, 7; lightning, 6; 
burns, 4; other, 12. 


Commission Recommendations 


THAT: 


1. Prevention of accidents be given a high priority 
as one of the urgent health problems of the Nation. 
Federal-State programs for vigorous attack on pre- 
vention of accidents on the highways, in the home, on 
farms and elsewhere, should be formulated and carried 
out. 

2. Safety Councils, health departments, professional 
groups and all others concerned, redouble their efforts 
to reduce America’s accident toll. 

3. Attention be given both to the environment and 
human factors in the causation of accidents. 
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HEALTH PROBLEMS OF CERTAIN 
POPULATION GROUPS 


Just as certain special health problems deserve con- 
centrated effort for their solution, so groups in the 
population have health problems worthy of special at- 
tention. The health of these groups does not differ 
fundamentally from that of the rest of the population 
and their health services should not differ fundamen- 


tally. But each group does present a concentration of 
particular kinds of problems which deserve emphasis. 
These groups include mothers and children, indus- 
trial workers, rural people, migratory workers, the 
aging, the Armed Forces, veterans, and other Federal 
beneficiaries. 


MOTHERS AND CHILDREN 


Child Population 


There have never been so many children in the 
United States as there are today, between 47 and 48 mil- 
lion under 18 years of age. More births as well as 
fewer infant and childhood deaths, have increased our 
younger population. While it is true that as a Nation 
we are growing older, we are growing younger at an 
even greater rate. During the last decade, the popula- 
tion over 65 years of age increased 37 percent, but that 
under 5 years of age increased 53 percent. 


More Births 


Since the depression years of the 1930’s, there has 
been a reversal of the declining trend in birth rates. 
For the decade 1940-49, the birth rate rose from 19.4 
per 1,000 population to a peak of 26.6 in 1947. Since 
1947 over 3,500,000 babies have been born each year, 
over a million more a year than in 1940. The number 
of births in the United States in 1951 was 3,833,000, in 
comparison with 2,558,000 births in 1940. 

This increase in the number of births and in the 
number of young children creates a need for more doc- 
tors and dentists, more nurses, maternity services, more 
well-baby conferences, more baby food and diapers, 
more clothing and housing. Each year a million more 
children are reaching school age than in prewar years. 
By 1957 our elementary schools should be prepared to 
accommodate 8 million more children than in 1947, 
There will be need for more schools and teachers, recre- 
ation centers, and other facilities and personnel for the 
protection and guidance of our youth. 
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Fewer Infant Deaths 


The increase in the number of children today is due 
not only to the higher birth rate, but also to a smaller 
number of infant and childhood deaths. In the past 30 
years the infant death rate has been cut more than 60 
percent. The 76 deaths under one year of life per 
thousand live births in 1921 dropped to an estimated 29 
in 1951. The greatest gain has been among infants 
who survived the first month; improvement has not 
been so great during the vulnerable first day or first 
month of life. 

The decrease in disease and death among children of 
preschool ages is nothing short of phenomenal. Cer- 
tain diseases which were prevalent 20 or even 10 years 
ago, have largely disappeared. Better knowledge of 
vitamins has relegated rickets, scurvy, beriberi and pel- 
lagra to the past. From 1920 to 1949 deaths from diph- 
theria dropped from approximately 15 to less than 1 
per hundred thousand, coincident with the increasing 
use of active immunization with toxoid. Scarlet fever 
and other streptococcal infections showed a striking fall 
in mortality especially following the introduction of 
penicillin and the newer antibiotic drugs. In fact, 
scarlet fever has now reached such a low mortality rate 
that it no longer constitutes a serious menace to life for 
children. 

This increasing control over preventable and com- 
municable diseases has been chiefly responsible for the 
decrease in mortality in preschool children. Much 
credit for this control goes to the work of public health 
departments. For children of 1 to 4 years, the death 


rate has declined from approximately 20 deaths per 
thousand population in 1900 to 10 in 1920 and to 1.5 
in 1949, a decline greater than that for any other part 
of the population. In the decade 1940-49 the death 
rate from diarrheal diseases among preschool children 
was cut 78 percent, the death rate for the four main 
contagious diseases (diphtheria, scarlet fever, whoop- 
ing cough, and measles), 71 percent and pneumonia 
and influenza 69 percent. 

As a result of these changes, accidents have now 
become the leading cause of death, accounting for one- 
fourth of all deaths among preschool children during 
1949. One-third of these accidental deaths were caused 
by motor vehicles. Other conditions which are less 
susceptible to prevention or cure, such as congenital 
malformations and cancer, have shown a relative 
increase. 

In the school age period (ages 5-14 years) mortality 
is lower than in any other part of the life span. Acci- 
dents now loom as the greatest killer of this group, ac- 
counting for 35 percent of all deaths in 1949. Motor 
vehicle accidents cause more of these deaths than any 
other type of accident, more than one-half of them 
involving the child as a pedestrian. Drowning is the 
next largest accidental cause; it takes the lives of more 
than four times as many boys as girls. Deaths from 
accidents due to burns, firearms, and falls rank next in 
order. Cancer, including leukemia, had become the 
second leading cause of school age mortality in 1949. 


Social Factors 


One inescapable fact in regard to the health needs 
of children is that the lower the economic level, the 
ereater the death rate. 

In 1949, one-half of the children in the United States 
lived in families with incomes less than $60 a week, or 
$3,000 a year. One-fourth of the children were in 
families with incomes under $2,000 a year. Three 
million children were living with only one parent; the 
families of these children had an average income of 
about $30 a week or $1,597 a year, half the average 
income of families in which the children were living 
with both parents. Over a million and a half children 
depend on Aid-to-Dependent Children allowances for 
their support, and the average payment to families 
with these children is less than $18 per family a week. 
As the level of income goes down, the level of deaths 
goes up. 

The importance of the relationship between income 
and various health deficiencies was forcefully empha- 
sized in the recent comprehensive study of child health 


services conducted by the American Academy of 
Pediatrics with the cooperation of the Public Health 
Service and the Children’s Bureau. The report of this 
study described the wide disparities in the amount of 
health facilities and services for children among dif- 
fering economic groups and between urban and rural 
areas in various parts of the country. 
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Figure 12.—Percent of Births Unattended by Physician, and Infant 
and Maternal Mortality Rates for States Grouped by Per Capita 
Income, United States, 1949. 


The major findings of the study are summarized 
eraphically in relation to a grouping of States into 
four classes of descending per capita income. With 
respect to total volume of medical care, private prac- 
tice, hospital facilities, or community health agencies, 
the wealthier States have rates above the national aver- 
age and the States with lower per capita income have 
rates below the average. In this there is a dramatic 
consistency. Conversely in undesirable attributes, such 
as infant death rates, the poorer sections show an ex- 
cess. In lowering death rates nothing seems quite as 
effective as raising the level of economic well-being. 
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Maternal Health 


Improvement and Obstacles 


Medical science has benefited mothers by robbing 
childbirth of much of its terror. Steady progress since 
the days when antiseptic practices were introduced has 
made childbearing much safer today than even ten 
years ago. But many problems related to the health 
of mothers, both physical and emotional, remain to be 
solved. 

Between 1939 and 1948, the number of maternal 
deaths in this country per year was cut in half, drop- 
ping from 9,151 to 4,122. This record is all the more 
impressive since during this period births increased 
by more than 50 percent. Improvement may be attrib- 
uted in part to the introduction of the sulfonamide drugs 
and antibiotics to control infection. Through better 
antepartum care, deaths from toxemia, hemorrhage 
and other causes have been sharply reduced, Early 
antepartum care with its physical examination, pelvic 
measurements, and better nutrition during pregnancy; 
less surgical interference at delivery, wider use of blood 
transfusion, and more knowledge of anesthesia have 
all played a part in the phenomenal decrease in ma- 
ternal deaths. 

Even so, studies indicate that approximately two- 
thirds of all maternal deaths can still be considered 
preventable. Of the 4,122 maternal deaths in the 
United States in 1948, it is probable that at least 2,700 
would not have occurred if something like ideal care 
had been available for all expectant mothers. 

As in the case of the health of children, geographic, 
racial, and economic factors have an important bear- 
ing upon maternal health. In 1949 maternal mortality 
rates varied geographically from less than 5 deaths per 
10,000 live births for white urban mothers in the East 
and West North Central States to 32.5 deaths for the 
nonwhite rural mothers in the Southwest. The mater- 
nal death rate for Negro rural mothers in the States 
of the Southeast was 29.8. These high rates for the 
nonwhite mothers reflect lack of trained personnel and 
facilities. The basic problem is an economic one. In 
the less wealthy sections of the country, hospitals are 
few. When facilities are limited, the indigent nonwhite 
often goes without care. 


Obstetrical Training 


One of the most important factors, if not the one 
most important, in reducing the still heavy toll of un- 
necessary maternal deaths, is improved training for 
obstetric personnel. Although the trend toward spe- 
cialization has been steady and standards have reached 
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higher and higher levels, at least 60 percent of all births 
in the United States are being attended by general 
practitioners, many of whom cannot be expected to be 
as skilled in obstetric care for complicated cases as the 
specialist. 

The investigations of maternal deaths by joint 
committees of State and county medical societies in 
cooperation with health departments has been a power- 
ful stimulus in raising the standards of obstetrical care. 
The situation would undoubtedly be improved by more 
opportunities for the general practitioner to keep 
abreast of the advances in obstetric care through post- 
craduate courses and through contact with the stimu- 
lation of teaching centers. 


Home and Hospital Care 


The shortage of nurses trained in obstetrics also has 
its bearing on maternal health. Adequate nursing 
personnel is vital, not only at the time of delivery 
in the hospital, but also throughout the period of pre- 
natal and postnatal care. The need is obvious with 
respect to hospital services; but applies with equal 
force to nursing care in the home. The widespread 
practice of sending both mother and baby home in 1 or 
2 days, or sometimes in a few hours after delivery, 
has resulted in an increased demand for visiting nurses 
to take care of the mother and child at home. 

This practice of sending maternity patients home so 
soon after delivery is motivated in part by a scarcity of 
beds. The practice has been severely criticized as in- 
juring both mother and baby, by interfering with the 
mother’s rest, removing the mother from hospital serv- 
ices at a time when she needs daily professional care, 
breaking into the routine of breast feeding and causing 
an increase in the proportion of artificially-fed babies. 
It has been hard, however, to supply clear-cut evidence 
to support these criticisms. Perhaps the choice be- 
tween home or hospital is not as important as the avail- 
ability of professional care. If visiting nurses were 
available or if help could be obtained from that new 
class of personnel known as homemakers who can take 
over home management, and see that food is brought 
in, do the cooking and other urgent household work. 
the mother during the postpartum period might be as 
well off at home as in an overcrowded hospital. 

The proportion of births in hospitals has been stead- 
ily increasing, reaching a level of 86.7 percent for the 
country as a whole in 1949, However, a serious prob- 
lem in respect to hospitalization during childbirth still 
confronts the Negro population in some of the South- 
ern States. In certain rural areas of the South, less 
than 15 percent of the babies were born in hospitals in 
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Figure 13.—Average Annual Infant and Maternal Mortality Rates 
for Metropolitan, Adjacent, and Isolated Counties, United States, 
1946-49. 


1949. For these babies born at home there may be 
no medical attention at all, or at best an untrained mid- 
wife. In Florida, 45 percent of the deliveries among 
the Negroes are attended by midwives, most of whom 
have had little or no training. Of the 423 midwives 
in the State, only four are graduate registered nurses 
with a college degree and field experience in public 
health nursing, and with additional special training 
in midwifery. 

Ultimately, perhaps, all women in childbirth will 
have the services of a well-trained physician. Until 
that day arrives much can be done by maternity nurses 
with training in obstetrics. 


Prematurity 


Although great improvement has also been made in 
saving the lives of babies born prematurely—neonatal 
mortality attributed to premature birth declined 28 per- 
cent from 1935 to 1948—the problems related to pre- 
maturity are still among the most important in the 
field of maternal and child health. 

Premature birth takes a higher toll of infant life 
than any other one condition. To save these infants 


will take increased efforts to prevent premature birth; 
more detailed study of deaths definitely assigned to pre- 
maturity ; and more facilities for the special care needed 
by premature infants. There is also much unnecessary 
loss of life at or near delivery of the full-term child. 


Community Programs 


The Children’s Bureau has taken a prominent part 
in stimulating community programs for the care of pre- 
maturely born infants. Important features of the vari- 
ous State programs include: training of nurses and 
physicians in the care of premature infants; provision 
of medical and hospital care for premature infants; 
hospital licensing; consultation service to hospitals to 
raise the standards of care for full-term as well as pre- 
mature infants, loan of incubators and transportation 
of premature infants to premature infant centers. 
Additional measures designed to prevent prematurity 
include: extension of prenatal services, with emphasis 
on diagnostic services and adequate nutrition; obstetric 
consultation for complications during pregnancy; hos- 
pitalization for complicated pregnancies; obstetric con- 
sultation to improve management of labor and delivery. 


Causes and Consequences 


More intensive research is needed to determine the 
cause, prevention and consequences of premature birth. 
There is no specific explanation for a large percentage 
of all premature births. Are they due to inadequate 
nutrition, to overwork and stress, or to economic and 
social factors? To what extent is subsequent growth 
and development of the infant related to the degree of 
immaturity? What is the relationship between pre- 
maturity and cerebral palsy? What is the explanation 
of retrolental fibroplasia and its distressing effect in 
causing blindness? These and many more questions 


still await answers. 


Training for Child Health 


lt is self-evident that good health care for children 
depends first on the mother, but more particularly on 
the judgment and skill of the physician, and the other 
members of the health team, dentists, nurses, social 
workers, physical therapists, nutritionists, and other 
health personnel. The training of these persons is 


therefore of paramount importance. 


Physicians 


The cooperative study of child health services noted 
above pointed out that three-fourths of the private med- 
ical care of children is in the hands of general practi- 
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tioners. Not only do general practitioners take care 
of most of the sick children, but they, as a group, do 
most of the well-child supervision. 

The present system of medical education in most 
schools is not well adapted to train a physician for a 
general practice concerned to a large extent with the 
care of children. Certain medical schools provide over 
300 hours of clinical clerkship in pediatrics. Others 
provide less than 50, which means that these schools 
are graduating doctors who have had less than 50 hours 
of actual contact with child patients during their medi- 
cal conrse. 

One-third of the children seen daily by the general 
practitioner, and over half of the daily practice of the 
pediatrician comes under the heading of health super- 
vision. Thus experience with well patients during the 
period of internship or residency is invaluable in the 
preparation for practice. Such experience provides an 
opportunity to work under faculty supervision and to 
apply the knowledge gained during medical school 
years. Yet, nearly half of the general practitioners 
reported that they had had practically no hospital train- 
ing in pediatrics. 

Even among the physicians who limit their practice 
to children, there are many who have had compara- 
tively little hospital work in pediatrics following gradu- 
ation from medical school. 

The American Academy of Pediatrics has recom- 
mended that all medical students be given a well-super- 
vised course of training in pediatrics, including an op- 
portunity to develop an understanding of normal new- 
born care, immunization procedures, mental hygiene, 
well-child conferences, school health programs, and all 
other community services which are organized to pro- 
tect the health and well-being of children. It is also 
desirable that greater attention be given to pediatrics 
in the period of graduate training. 

All hospitals approved for pediatric residency should 
provide experience, either on their own services or in 
affiliated hospitals, in the care of normal newborn in- 
fants. The pediatrician and the general practitioner 
should be prepared during their training to meet the 
problems presented by a mother with her newborn in- 
fant. They should have had experience with well-baby 
clinics and be thoroughly familiar with the character- 
istics of normal growth and development. They should 
know the nature and scope of services rendered by com- 
munity health agencies and child welfare services. 
Finally, more attention should be given to the pediatric 
content of State and local medical society programs, 
especially the general postgraduate assemblies that are 
held from time to time throughout the country. 
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Nurses 


Similar problems exist with respect to the training 
of nurses. Nursing in a child health program usually 
begins with antepartal care in an expectant mother’s 
class or in home visits. It requires knowledge of pre- 
mature infant care in the hospital and afterward in 
the home. Most of all it means early contact with the 
mother or parents of the normal newborn infant, and in 
all stages of the growth and development with empha- 
sis on points of stress. It means health supervision 
including social and emotional health, of a selected 
number of children during the preschool period, in 
child health conferences or home visits, helping fam- 
ilies utilize available community health and social 
service resources. It means serving the schools as a 
community nurse, sharing with the teachers the nurse’s 
knowledge of the family and the community. It means 
service to crippled and handicapped children of all 
ages. 

Many nurses get their basic training in hospitals 
where pediatric experience is limited, where teaching 
about the care of sick children is inadequate, where 
little or no teaching with respect to normal growth or 
behavior of the child is given, where there is little or 
no contact with a child welfare worker in the com- 
munity. Yet this is the nurse upon whom the mother 
must rely. The need for more pediatric training for 
nurses is therefore a most urgent one. 

More and better pediatric instructors are needed. 
Graduate nursing education is available but these 
courses have not been filled to capacity. Public health 
nursing training requires a stronger child health pro- 
gram. Personnel is needed for the day care of chil- 
dren whose mothers are employed. More than 6 
million children live in homes where the mother works. 


Social Workers 


In the field of social work there is the same need 
for more training, especially with respect to the child 
and its place in the family unit. It is estimated that 
among 75,000 practicing social workers, less than one- 
third have one or more years of graduate social work 
training, although the recognized minimum standard 
is 2 years. Medical and psychiatric social workers 
show a high proportion of fully trained workers. Cur- 
rently existing schools of social work are producing 
about 200 medical social workers a year in comparison 
with a need for at least 10 times that number. 


The Health Team 


In child care today the pediatrician or general physi- 
cian more and more is working along with the. 


psychiatrist, dentist, nurse, social worker, nutritionist, 
physical therapist, occupational therapist, psychologist, 
teacher and other workers. These various professional 
groups require training in their own special skills, and 
understanding of the special skill of the other. They 
all need a common knowledge and understanding of 
the growth and development of the child from an emo- 
tional as well as a physical point of view. The only 
way for the child to get full benefit is through the close 
coordination of services and teamwork of all profes- 
sional personnel. The health team can be effective for 
all children attending school or in institutions for day 
care or residential care. Therefore, the teachers in 
nursery schools must be included in the team as well as 
teachers in elementary and secondary schools and the 
child welfare workers in the communities. The pro- 
fessional training of these various specialists should 
give ample opportunity for members of the different 
professions to gain an understanding of one another’s 
contribution to services for children. 


Spreading Out 


A major fact revealed by the recent study of child 
health services conducted by the American Academy 
of Pediatrics, is that children in outlying areas, re- 
moved from the metropolitan areas, do not receive the 
full benefits of modern health services. A serious time- 
lag intervenes between the new knowledge of the med- 
ical center and its application to those living in places 
from which the medical center canot be readily reached. 


A serious deficiency also exists in respect to the dis- . 


tribution and services of general physicians. Not only 
do physicians in rural areas have greater distances to 
travel, and more children to take care of during the 
course of a day, but also these physicians are an older 
group who have had less training before starting 
practice. 

The need for increased hospital and health center 
facilities throughout the country, especially in remote 
areas, has been recognized and is now being met, at 
least in part, under provisions of the Hill-Burton pro- 
gram. Only when well-trained physicians are avail- 
able to staff these hospitals and centers, especially in 
rural areas, will better health services become available 
to the so-called isolated counties. 

Community health services, although they have in- 
creased tremendously in recent years under the aus- 
pices of official and voluntary agencies, still cover only 
a part of the need. In the isolated and remote areas 
where there is little service from private practice and 
hospital clinics, these community health services re- 
main inadequate and fail to fill the gap. 


There is no single solution to the problems created 
by inequalities in the distribution of good health serv- 
ices. The difficulties rest to a very large degree upon 
the financial capacity of the community including indi- 
viduals and groups. There are, however, some answers 
which may help to solve the problems. Decentraliza- 
tion of medical services and regional planning can do 
much to break down the barriers to good medical care 
which arise from geographic isolation. 

There is also need for training the public with regard 
to the availability of health services, and the nature of 
available services in urban as well as rural areas. In 
some cities where excellent service is available to peo- 
ple who cannot afford to pay for medical service, there 
may be indifference as well as suspicion on the part of 
some low-income groups regarding these services. In- 
difference to health services available to rural people 
is also apparent in some areas. This indifference often 
grows out of lack of information and knowledge about 
services available. Extension of public health services 
would probably be easier if the public were more ac- 
curately informed regarding the community’s respon- 
sibility in the matter of health. When parents experi- 
ence and understand the meaning of good health care 
for their children, they usually use it when it is made 
accessible. 


Groups Needing Special Consideration 
Children of Migratory Workers 


The children of migratory workers are truly the Na- 
tion’s most unfortunate. The families of these workers 
follow the crops, living the life of transients. Migrant 
families are large families. A field survey conducted in 
Colorado in 1950 found that the average migrant fam- 
ily consisted of 5.7 persons. 

The children in these families have access to few 
health services, and the families themselves are too poor 
to purchase private medical care. The average annual 
cash income per family from all sources in the Colorado 
study was $1,424 in 1950. About two-fifths of the 
families had annual cash incomes of less than $1,000. 
Even where health services do exist these children are 
often excluded because of residency requirements. 


Crippled and Handicapped Children 


Information concerning the actual numbers of phys- 
ically handicapped children of all types is incomplete. 
As of 1951 there were 683,000 physically handicapped 
children known to State crippled children’s agencies. 
These were children with various types of physical de- 
fects and congenital malformations. They represent, 


fs. 


however, only a fraction of the total number of physi- 
cally handicapped children. There are no accurate 
estimates of the number of children handicapped by 
rheumatic heart disease, epilepsy, hearing defects, 
speech disorders, impaired vision, cerebral palsy, or 
mental deficiency. 

For many years private agencies and fraternal so- 
cieties have responded to the appeal of the physically 
handicapped child. Characteristic are the organiza- 
tions which interest themselves in a single type of 
physical handicap, such as the National Foundation for 
Infantile Paralysis, the National Society for Preven- 
tion of Blindness, the National Epilepsy League, the 
American Hearing Society, and the National Associa- 
tions for Cerebral Palsy. 

With the passage of the Social Security Act in 1935 
through grants to the States by the Children’s Bureau 
a medical-care program was inaugurated which pro- 
vides for the location, diagnosis, treatment, and hos- 
pital care of children who are crippled or who are suf- 
fering from conditions that lead to crippling. The 
concept of crippled children’s services inherent in the 
act is a comprehensive one, including not only medical 
diagnosis and treatment, but attention to unfavorable 
social conditions which may affect recovery. 

The number of children receiving care under pro- 
visions of the Social Security Act has increased as funds 
and personnel have increased. During 1950 about 
215,000 children were given diagnostic or treatment 
care under the Crippled Children’s Programs of the 
various States, an increase of 18 percent over the previ- 
ous year. 

The services given in the Crippled Children’s Pro- 
grams include not only the physician’s services, but 
also those of such other workers as the public health 
nurse, the medical social worker, the physical therapist, 
nutritionist, psychologist and the speech and occupa- 
tional therapist. 

An adequate program for services to physically 
handicapped children should cover all types of physical 
handicaps which interfere with normal growth and de- 
velopment, or successful educational, social, and voca- 
tional functioning of the individual. Persistent empha- 
sis should be placed upon the prevention of physical 
handicaps rather than upon a salvage campaign to miti- 
gate disabilities which need never have occurred. The 
goal should be early diagnosis and treatment with no 
limitations of residence, race, creed, or color. 


Mental Illness and Emotional Disturbances 


Children emotionally disturbed or mentally ill are 
also handicapped children. It has been estimated that 
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1 out of every 20 newborn infants will sooner or later 
find himself in an institution for the mentally ill. 
Some children express their emotional difficulties 
through antisocial and aggressive behavior. 

In recent years much has been learned of the relation- 
ship between illness and emotional conflict which may 
arise within the family or involve emotional conflict 
with society. Study and research have also contributed 
to our efforts to help children grow strong emotionally 
as well as physically. There is a growing body of in- 
formation which can be made available to parents and 
professional workers. Unfortunately, however, there 
has been less gain in the field of mental health than in 
the prevention and cure of physical illness. It is now 
time to put into practice what we know about the emo- 
tional conditions of good child health and, at the same 
time, intensify research in this area where there is still 
so much that is unknown. This is not a job for physi- 
cians alone, but a job for all of those who are concerned 
with the health and welfare of children, a job for the 
health team. 


Behavior Problems 


Poor Social Adjustment 


With the increasing control of communicable dis- 
eases in childhood other problems come into promi- 
nence including the problem of abnormal behavior. 
Asocial behavior strikes at the roots of the Nation and 
concerns the whole population. 

In this field, modern enlightened social and medical 
practice is establishing special child-guidance clinics 
as part of the community child health and welfare 
structure. Each year some 350,000 children go through 
juvenile courts. Each year at least a million children 
make the acquaintance of the police or other law en- 
In addition, thousands of chil- 
dren rebel against the authority of the school as truants. 
Are these children ill, do they just have behavior prob- 
lems, or are the community and family at fault? 

In many quarters there is strong feeling that more 
attention should be focused on the family as a unit of 
health rather than on the child per se or on the mother 
per se. 

No child can be considered apart from his family, 
nor the family apart from its own social environment. 
This makes the family the irreducible unit of medical 
care. The effect of social stress upon family life is im- 
portant also from the medical point of view. Anxiety 
may threaten the health of the father and mother and 
indirectly the health of the children. We need to know 
more about preventive measures for the problems of ill 
health engendered by social stress. 


forcement agencies. 


Emotional Health 


Because so much progress has been made in reducing 
maternal mortality, there is an inclination to minimize 
the health needs of pregnant women. Numerous prob- 
lems related to the mother’s health, both physical and 
emotional, still await solution. 
carriages is far too great. Early and comprehensive 
prenatal care would lessen their occurrence. The edu- 
cation of parents is resulting in an increased number 
of mothers who seek care by the third month of 
pregnancy. 

Too few physicians have the time or the knowledge 
to provide helpful counsel in connection with emotional 
problems of pregnant women. Too few public health 
nurses and medical social workers are available for 
this purpose through community services. Enough 
special work has been done by psychiatrists with groups 
of women during pregnancy to indicate how valuable 
this type of service can be in helping mothers make 
emotional adjustments and safeguard both themselves 
and their babies. 


Perhaps the greatest promise of health supervision 


The number of mis- 


today is its opportunity for promoting emotional health. 
The importance of the mother-child relationship as the 
foundation for healthy personality development has 
been well established. Health supervision today aims 
to foster such healthy relationships and to help the 
mother approach her job of child-rearing with confi- 
dence. Health and illness throughout life have large 
emotional components which are affected by the early 
years of life. 


Research 


School Health Programs 


Considerable public money is being spent each year 
on school health programs. A large proportion of this 
money goes to pay for periodic physical examinations 
of school children. Are these programs as effective 
as they might be? Careful evaluation of the various 
ways in which health services are made available to 
children of school age is needed. Further demonstra- 
tion of different methods of practice, including services 
provided in the schools and through community health 
services outside the schools, would be helpful. 

Studies of this sort would throw light on how the 
maximum degree of health conservation can be at- 
tained for young children. 

It is possible that if less time were spent on annual 
examinations of school children and more time on 
screening, follow-up, medical consultations with the 
school teachers, and on the utilization and develop- 


ment of community resources for diagnosis and treat- 
ment, most school health programs would be more 
productive of good results than they are today. The 
importance of teacher training, both preliminary and 
in-service, cannot be overemphasized. Teachers should 
be able to help in screening the child who is either 
mentally or physically ill. Every school system could 
use one or more guidance counselors, working with 
both child and parents. Only emotionally sound per- 
sons should be allowed to teach, especially in elemen- 
tary grades. 

Experiments in the systematic examination of pre- 
school children in a summer round-up have been in- 
stituted by the National Congress of Parents and 
Teachers. Although there is insufficient time to make 
these examinations as thorough as they should be, 
results indicate that the project. has been valuable in 
preserving good physical health of very young chil- 
dren. Hundreds of thousands of parents have ex- 
perienced their first contact with public health through 
this project, and many of them have realized for the 
first time that certain traumatic conditions in children 
are avoidable as well as remediable. The educational 
value of such preschool examinations is considerable. 


Child Health Conference 


The supervision of well children in the child health 
conference has developed as a service distinct from 
the care of the same children when sick. In a health 
clinic a physician is limited to health practices; if a 
child needs treatment, he is sent elsewhere. Critical 
evaluation of the child health conference should con- 
sider both the quality and quantity of health super- 
vision that is being given and that which can be given 
in the office of the private physician. These studies 
might throw light on whether it would be best to direct 
efforts toward the expansion of health supervision 
through the health conference or to stress services 
through the medium of private practice, or whether it 
would be better to continue to rely on both the services 
of community agencies and practicing physicians in 
bringing health services to children. 


Accident Prevention 


With accidents the leading cause of death among 
children, it is clear that intensive research should be 
directed to the cause and prevention of childhood 
accidents. 

There are no Nation-wide data on children who, 
though escaping death in accidents, are maimed or 
otherwise handicapped for the rest of their lives by 


accidental injuries. However, some data indicate that 
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for every school age child killed by an accident, six 
children are injured so seriously as to require hospital- 
ization. More children are crippled by accidents than 
by poliomyelitis. 

What are the factors responsible for crippling and 
the killing of children through accidents? What steps 
can be taken to protect children from motor vehicle 
casualties and from harm within their own homes? 
What is meant by accident-proneness and how can it 
be prevented? These are questions calling for serious 
study. 


Community Programs 


The goals of child health cannot be adequately met 
without the concerted action of both official and volun- 
tary agencies of the community. Often it is said that 
the attainment of these goals hinges on obtaining 
more money for more services. But the answer may 
not lie so much in more money as in better use of exist- 
ing resources. Continuing effort is needed to evaluate 
the effectiveness of the work of all agencies serving 
children, and to search out ways to improve programs. 
Caught in the urgency of a service program, evaluation 
of current activities is often neglected. Furthermore. 
it is difficult to convince those in authority that critical 
appraisal of community programs really belongs in the 
category of scientific research. In this research-minded 
Nation, test tube studies generally find ready support 
with no realization that the broader study of community 
programs and projects designed to demonstrate more 
effective application of health services may be equally 
rewarding. 

One effective way to promote a community health 
program is through a community health or welfare 
council. A community health council can be useful in 
coordinating the thinking and planning of all organ- 
izations (official, professional, and volunteer) con- 
cerned with public health, and in preventing overlap- 
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ping and duplication. It studies the health needs of 
the community through appraisals, inventories and 
other fact finding activities, in an effort to develop a 
community health program related to those needs. It 
can stimulate public interest and express itself with 
strength and authority on matters of health legisla- 
tion. Intelligent lay leadership is needed in any pro- 
gram of this kind. Institutes or work shops, conducted 
by colleges or official health agencies, in which both lay 
and professional persons participate, can be the means 
of providing interested and informed guidance in pro- 
moting community health. 


Commission Recommendations 


THAT: 


1. Education of general physicians, dentists, nurses, 
social workers, teachers, and others on the health team 
include a better understanding of the development of 
the physical and emotional life of the child and mother. 
Our general public educational system should empha- 
size the health aspects of childhood and motherhood. 

2. Local public health services be extended to cover 
the entire country, including isolated rural sections. 

3. Provision be made for an adequate number of 
hospital beds and nursing care for children of all ages, 
including special provision for the premature infant. 

4, Provision be made for diagnostic and consultative 
services in pediatrics and obstetrics for rural areas and 
wherever else needed. 

5. Programs for the care and training of children 
with mental deficiency and epilepsy be strengthened. 

6. Research be undertaken into the causes and pre- 
vention of childhood accidents; into the effectiveness 
of health programs for children; into the causes and 
prevention of fetal mortality, premature birth, neonatal 
mortality, mental deficiency and epilepsy; and into 
child development, both emotional and physical. 


INDUSTRIAL WORKERS 


In the last 200 years the United States has far out- 
stripped most of the rest of the world in technical and 
scientific achievements. America brings up its youth 
to be healthy and to excel in mechanical skills. This 
youth becomes the mainstay of the industries upon 
which our way of life depends. To maintain the 
health of the people in industry from youth through- 
out working life, therefore, is fundamental to the wel- 
fare of the Nation. 

Industry could scarcely operate without the safety en- 
gineer and the industrial physician, both of whom need 
support from enlightened management and labor with 
a real interest in keeping workers from getting hurt or 
incapacitated. However, an industrial health program 
involves more than concern with occupational accidents 
and disease. The worker does not pick up his heart 
and lungs at the factory gate. He does not leave them 
there when he checks out. His health on the job is 
only one-third of his health throughout the day. Thus, 
by far the largest part of the health problem in industry 
is not occupational in the limited sense of this term. 
The worker’s health cannot be separated from a larger 
consideration of the health of his wife and his children 
and, indeed, the health of his neighbors and the com- 
munity and Nation in which he lives. 


Our Industrial Population 


In October 1952, civilian employment in the United 
States reached more than 62 million. 

Of this number, approximately 48 million worked 
in industry and commerce, i. e., those workers other 
than in agriculture or self-employed. With their de- 
pendents, these workers thus constitute more than 100 
million, or two-thirds of the total population in this 
country. 

Although large enterprises employing thousands of 
persons are commonly considered to be typical of 
present-day industry and business, actually most work- 
ers are employed in small plants. Of every 100 per- 
sons in the labor force during 1948 and covered by 
social security, 40 persons worked in plants employing 
less than 50 individuals; another 31 worked in plants 
employing 50-499. Thus, the “small plant” is still 
the major locale of employment in this country, an 
important element in considering industrial health 
programs. 

The people in industry are not the only ones who 
work, The agricultural and the self-employed workers 
(and the housewives, too) are productively employed. 


For this reason some maintain that we should speak 
not of industrial but of occupational health, 


Level of Health 


The health of the American worker has been improv- 
ing steadily over the past several decades. In 1911-12 
the future life expectancy of a 20-year-old white male 
industrial employee insured by one large United States 
insurance company was 37 years, whereas today such a, 
worker can look forward to 48 more years of life—a 
gain of 11 years. Many other advances could be 
cited—advances reflecting in no small part improve- 
ments in the general standard of living. These gains 
have not been uniform throughout the labor force. 
Workers in less favored occupations still have a higher 
mortality rate than do more favored categories. Death 
rates increase as the socio-economic scale is descended. 


Socio-Economic Factors 


Studies by income level and by racial groupings 
show significantly lower life expectancy and higher 
mortality rates for those groups from which the lower 
paid ranks of industrial employment are largely filled. 
For example, in this country the nonwhite population 
in 1949 had an age-adjusted mortality rate of 12.6 per 
1,000 population as compared with the white rate of 
8.4. The nonwhite male in 1949 had a life expectancy 
at birth 7.3 years less than that of the white male. 

The French writer, Jean Daric, in a paper reprinted 
by the National Office of Vital Statistics in 1951, 
analyzes available data on mortality by occupation and 
socio-economic status in France, England, and the 
United States and finds a single and consistent picture: 
mortality rises as the socio-economic scale descends. 


Industrial Disability 


Disability takes a large toll among the working pop- 
ulation. On an average working day in 1949-50 an 
estimated 1.2 to 1.6 million persons in the labor force 
were unable to work because of sickness or other dis- 
abling conditions. In addition, a large number of 
persons of working age are not in the labor force at 
all because of some disability. Each year we lose 
about a billion man-days from industry because of 
disability. 

However, since nine-tenths of sickness absenteeism 
is due to nonoccupational causes, an industrial health 
program cannot be concerned solely with occupational 
accidents and diseases. Attention must be given to the 
problem as a whole. 
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Figure 14.—Percentage of Civilian, Noninstitutional Population, 
14-64 Years of Age, With a Disabling Illness or Condition, by 
Age and Sex, for certain Employment Status Categories, Feb- 
ruary 1949 and September 1950 Surveys Combined. 


Tie-In With General Health 


Those concerned with industrial health stress the 
need for community health programs which include the 
families of the industrial workers. Heart disease, hy- 
pertension, epilepsy, diabetes, and other diseases are 
important factors in the ability of people to obtain and 
keep employment. Conversely, employment itself may 
affect the progress of the disease once it is established. 

A health service for industry is not separate from the 
general health system. In fact, it follows the same pat- 
tern with certain special features emphasizing accident 
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prevention. The same four large links that occur in 
any chain of comprehensive health services operate also 
in the field of industrial health. These are (1) the con- 
structive services for the promotion of health, (2) pre- 
ventive services, (3) services for diagnosis, treatment, 
and medical care, and (4) restorative or rehabilitation 
services. 


Extent of Occupational Disease and 
Accidents 


Occupational Disease 


With regard to the prevalence of occupational disease 
in the United States, it is not easy to document any 
definite statement. There is no Nation-wide reporting, 
and reporting even under the best State systems is in- 
adequate. One may conjecture that the incidence of 
certain well-known diseases such as silicosis and lead 
poisoning has decreased, but it is difficult to find sta- 
tistics to demonstrate this except in specific localities 
or specific industrial plants. On the other hand, the 
rapid and dynamic growth of industry and the devel- 
opment of new industrial processes brings into the in- 
dustrial environment a constant stream of new potential 
health hazards. As the study of industrial health ad- 
vances, one notes that many diseases are now classi- 
fied as occupational rather than nonoccupational; 
witness the newer findings in occupational cancer, 
pneumoconiosis, and the numerous chemical poison- 
ings. 

Industry must be ever on the alert for new hazards. 
As recently as 1943 a monograph on the toxicology of 
beryllium gave beryllium itself a clean bill of health 
regarding toxicity; only the acid compounds, particu- 
larly the fluorides were suspected. When the first 
chronic poisoning cases were discovered about 1945 in 
the fluorescent lamp industry, beryllium was not con- 
sidered the offender. However, when entirely similar 
lung changes were discovered in workers exposed to 
beryllium-copper alloy fumes, beryllium oxide was rec: 
ognized in both industries as toxic material. By 1948; 
a nontoxic substitute for beryllium was found and at 
least the major manufacturers of fluorescent lamps and 
neon-sign tubing have since discontinued the use of 
beryllium. 

Although some progress seems to have been made 
in the reduction of silicosis, the disease group to which 
it belongs, pneumoconiosis, has been expanding. In 
recent years, more diseases have been recognized as 
pneumoconiosis, and unsuspected substances have been 
discovered to be causes of these diseases. In some in- 
dustries, effective dust control methods have apparently 
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Figure 15.—Age-Adjusted Death Rates for Gainfully Occupied 
Males, 15-64 Years of Age, by Occupational Group, 10 Selected 
States, 1930. 


reduced this hazard, but in others pneumoconiosis is a 
serious threat to industrial health. 

Workmen’s compensation laws covering occupa- 
tional diseases have in most cases induced employers 
to institute or improve safeguards against possible 
hazardous substances. They have also served to bring 
unreported cases to light, often causing an apparent 
increase in occupational disease. Uncovering these 
unknown cases, however, will eventually contribute 
toward an actual reduction in their number in States 
with adequate compensation laws. 


Occupational Accidents 


Fatal occupational accidents increased in 1951 for 
the second consecutive year. The 16,000 occupational 
fatalities were 500 more than in 1950 and 1,000 more 
than in 1949. Nonfatal occupational injuries also in- 
creased for the second consecutive year, totaling 
2,100,000 in 1951. These injuries cost over $2.7 
billion. 

Yet 90 percent or more of the occupational injuries 
are preventable. Agricultural workers have an occu- 
pational injury and fatality rate even higher than that 
of manufacturing workers. The accident death rate in 
manufacturing during 1951 was 17 per 100,000; the 
rate in agriculture was 57 per 100,000. 


When one compares the on-job to the off-job injuries 
of industrial workers, there is a recent downward trend 
in the ratio. In 1945, there were 1.8 fatal injuries off 
the job to every fatal injury on the job. In 1951, there 
were 2.1 fatal injuries off the job to every one on the 
job. 

During the last war there were 20,500 major ampu- 
tations in the Army, Navy, and Air Force while in the 
same number of months in industry there were 65,000 
amputations. 


Workmen’s Compensation 


Since 1911 the workmen’s compensation laws of the 
various States have become keystones in America’s 
industrial health progress. 'Workmen’s compensation 
systems in the States vary from excellent to grossly 
inadequate. In 11 States the law applies only to cer- 
tain listed “hazardous” employments; 4 States give no 
coverage to occupational diseases and 18 cover only 
certain listed diseases. Excessive litigation is com- 
mon, with both legal and medical chicanery. Most 
States have adopted further measures aimed at con- 
trolling industrial health hazards. But again these are 
usually quite unsatisfactory. Eleven States have no 
factory inspection. Almost all compensation payments 
are inadequate by present-day standards, particularly 
in providing for total rehabilitation. In most States 
a confusing patchwork of laws is reflected in overlap- 
ping jurisdictions between health and labor depart- 
ments, and other conflict which vitiates a great deal of 
effort. 

When monetary benefits are awarded, these are usu- 
ally inadequate. Theoretically determined by a per- 
centage of wages, cash payments are actually restricted 
to a statutory maximum of $25-$30 per week in most 
States, a maximum which does not reflect the current in- 
flationary trend. Medical-expense 
sharply limited in 17 States. Only 19 States have pro- 
vision for rehabilitation in Workmen’s Compensation 


payments are 


cases. 

A great part of the weakness of our industrial health 
program stems from the deep social and economic 
issues inherent in this field. The plain fact, for ex- 
ample, that the diagnosis of an occupational disease 
may cause expense to the employer creates an atmos- 
phere in which science often is subordinated to a desire 
to minimize or even to suppress knowledge which 
might prove the relationship of occupational environ- 
ment to a disease. 

The study, control, and prevention of occupational 
health hazards in the United States is not yet on a par 
with similar activities in other countries. Lack of rec- 
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ognition of the importance of certain industrial dis- 
eases such as skin cancer stands out in sharp contrast 
to the unrestricted and wide publicity given this im- 
portant matter in England, Germany, and Switzerland 
where these cancers are notifiable and compensable dis- 
eases and information regarding them, therefore, is 
relatively reliable. The history of industrial medicine 
is full of failures to prevent unnecessary deaths in in- 
dustry. Often it is not until repeated calamities have 
occurred that a plant is fully investigated and issues 
squarely faced. 

State industrial hygiene units are frequently ham- 
strung not only by inadequate legislative foundations 
but also by lack of financial resources. Over one-half 
of them have no medical personnel; a third have only 
one or two professional persons of any category on 
the staff. 


A More Complete Health Service 


A more complete health service for the industrial 
worker would include: 

1. Physical examination at the time of employment 
to determine the most suitable job placement and to ad- 
vise the worker concerning any health problems de- 
tected. , 

2. Periodic examinations of the same sort, during 
employment. 

3. Investigation and correction of occupational haz- 
ards through cooperative efforts of plant management, 
plant medical service, the workers, and responsible 
governmental agencies. 

4, Education for health—on the job and off the job, 
including first-aid instruction. 

5. Adequate treatment, including rehabilitation for 
injuries and diseases in the course of employment— 
through arrangements which eliminate or at least re- 
duce the dichotomy between “company doctor” and 
“family doctor.” 

6. Effective tie-up between medical service in the 
plant and all health services for the worker and his 
family at home. 


The Small Plant 


The small plant problem is a major one. Large 
firms with thousands of employees may have their own 
medical staff and safety technicians. But the small 
shops, where two-thirds of the workers are employed, 
too often do not have the resources to operate an ade- 
quate health program. 

Plants employing less than 25 workers have 214 
times as many accidents as large plants in proportion 
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to the number of employees. Especially in small plants 
a plant-operated medical service is not generally avail- 
able. A 1951 survey by the National Association of 
Manufacturers of 3,589 industrial plants of various 
sizes revealed that less than 5 percent had a full-time 
physician, and only 17 percent had a regularly at- 
tending part-time physician. Among plants with fewer 
than 500 employees, where most of the Nation’s in- 
dustrial workers are concentrated, less than 1 percent 
had a full-time physician and only 6 percent had a part- 
time physician; over one-half did not have a physician 
even on a “call” basis—a basis condemned as inade- 
quate by the Council on Industrial Health of the Amer- 
ican Medical Association. 

The practical difficulties in organizing an effective 
health service for small plants may be overcome in time 
by cooperative arrangements among several small 
plants, either to establish a central clinic or to employ 
a physician who serves each plant on a part-time basis. 


Groups With Special Problems 


During 1951 there were an average of 1,731,000 
children 14 to 17 years old in nonagricultural employ- 
ment. Some of these children had left school to go to 
work, while others were working part time in addition 
to school. The experience of World War II, when 
standards for the protection of the health of adolescents 
were generally not enforced, showed that many children 
were attracted by high wages. Then, they dropped out 
of school prematurely or broke down physically under 
the combined strain of school and excessive hours of 
work. There was a concurrent rise in the number of 
minors injured in industrial accidents. Young persons 
leaving school to go to work had manifested consider- 
able instability resulting in frequent absences and shift- 
ing from job to job. 

The Committee on Industrial Health Defense, Amer- 
ican Medical Association, holds that the use of persons 
under 18 years of age as a source of additional man- 
power even under emergency conditions should not be 
encouraged, 

The AMA recommended that where children are 
being used on a vacation or part-time basis, there 
should be strict regulation of the type of work in 
which they may engage and the conditions of their 
work. Regulations for the protection of the health of 
young people working part-time or during vacation 
should include: (a) a general 14-year age minimum 
for employment; (b) a 16-year age minimum for em- 
ployment in manufacturing industries; (c) an 18-year 
age minimum for hazardous occupations; (d) a maxi- 
mum 8-hour day or 40-hour week for minors under 18 


years, when school is not in session; (e) a maximum 
work week of 18 hours for children under 16 years 
attending school and of 24 hours for minors of 16 or 
17 attending school; (f) regulation of night work for 
minors under 18 years. Further recommendations are: 
Federal and State laws governing the employment of 
minors should be strictly enforced; States whose legal 
standards are below the standards generally recognized 
to be necessary for the protection of children should 
immediately enact legislation to strengthen their child- 
labor laws; industry should voluntarily comply with 
these standards, even if these standards have not been 
enacted into law, and should provide adequate medical 
supervision for all employed adolescents; industry 
should provide special counselling for young people 
directed toward better placement, better coordination 
of school and job training and the minimizing of emo- 
tional instability. 

During World War II the number of women in the 
labor force rose to a peak of 19 million in 1945. In 
1951 the average number of women in the labor force 
again reached 19 million. Women 45 years of age and 
over constitute about 30 percent of all women in the 
labor force today. Women generally have more ill- 
nesses and lose more time due to sickness, but men have 
longer periods of disability when they are sick. This 
greater incidence of sick absenteeism among women 
occurs at all ages and for most of the diseases common 
to both sexes. Women often have many heavy home 
duties in addition to their gainful work and thus may be 
deprived of adequate rest. Women also have special 
problems connected with obstetrical and gynecological 
conditions. 

The Negro worker has special problems in addition 
to those he shares in common with other workers. He 
is discriminated against in employment, in education 
and in many other fields on account of his race. The 
movement for fair employment practices can be an 
important factor in achieving a more efficient and 
healthy labor force. 

In 1900, 68 percent of males over 65 years of age 
were members of the labor force; by 1950, the ratio 
had fallen to 42 percent. Some of the physically 
handicapped are also included in the labor force, and 
others cannot find work, not because they cannot work 
but because of prejudices against their employment. 


Collective Bargaining for Health 


One of the most promising recent developments in 
the industrial health field has been the initiation of 
health plans under collective bargaining agreements. 


In general, these are operated by labor or joint labor- 
management boards with funds allocated in accordance 
with collective bargaining agreements. By mid-1952 
about 10 million union members, and in some cases 
their dependents also, were eligible for some type of 
prepaid medical or hospital services under such agree- 
ments. Employers paid well over half a billion dollars 
during 1952 for these benefits. The extent of health 
services and the methods under which they are pro- 
vided, together with the likelihood that coverage will 
increase, makes these health programs of national im- 
portance. Recent surveys indicate that the medical care 
being provided with these benefits, however, is inade- 
quate in both quantity and quality. 

In some cases these agreements have stimulated 
comprehensive service oriented toward the total (not 
just occupational) health problem of the industrial 
worker, even extending in many cases to his family. 
As yet, however, the funds are generally not sufficient 
for a comprehensive service and much of the available 
funds are lost in poorly conceived programs. Achieve- 
ment of adequate funds and their utilization in effective 
plans would vastly improve health services for indus- 
trial workers and their families, and thus strengthen 
the health services available to the entire population. 


Commission Recommendations 


THAT: 


1. State workmen’s compensation laws be improved 
so that they provide coverage of all occupations; ade- 
quate medical care including rehabilitation; coverage 
for all injuries and diseases arising from occupational 
exposure; and assurance of impartial medical diag- 
nosis with a minimum of legalistic procedures. 

2. In-plant health services be further developed for 
both large and small industry with consideration to 
group-practice prepayment medical care plans as one 
mechanism for providing medical services to small 
plants. 

3. Industrial and community medical care plans be 
extended to bring comprehensive health services for 
the total health problems of the industrial worker and 
his family. 

4. The State and Federal health, safety and labor 
agencies be strengthened so as to achieve minimum 
health standards and an adequate preventive program 
in all places of work. This requires that the agencies 
have sufficient investigative, code-making and enforce- 
ment powers, and adequate financial support. Over- 
lapping jurisdictions should be eliminated. 
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5. Research and education on industrial accidents 
and all other occupational aspects of health be greatly 
increased. 

6. Reemployment, after rehabilitation, into suitable 
employment be encouraged by unions through revision 
of their seniority rules. 


7. Government, union, industry and professional — 
health agencies study the developing labor-management 
health plans with a view toward making recommenda- 
tions which will insure the maximum return in high- 
quality health benefits for each dollar invested. These 
plans should be related to community services. 


RURAL PEOPLE 


The People 


Life in the country does not make people physically 
different from city dwellers, and the rural health prob- 
lem must not be viewed as something apart from the 
whole health problem of the Nation. But there are 
important differences between rural social and eco- 
nomic conditions and those in urban areas which handi- 
cap people living on farms and in country villages. 

Two basic differences are, first, the rural population 
has less money; and, second, rural areas have fewer 
doctors and hospitals. In a large city a dozen or more 
general physicians and specialists may be found within 
a single block. In the country there may be a single 
general physician for an entire county. 

There is no pat definition for the farmer. He may 
be the well-to-do owner of a large ranch, or the poverty- 
stricken proprietor of a few exhausted acres. He may 
be a hired hand, a tenant, or a migrant worker. He 
may be the bedroom farmer who has a job in a nearby 
city and lives on land that he himself does not till. 

Some rural people are critical of doctors because 
their fees look exorbitant by comparison with the cash 
which the farmer earns. In a few backward areas the 
hospital is still thought of as a death house. Elsewhere, 
hospitals have incurred ill will by insisting upon pay- 
ment before admitting patients. In contrast, more and 
more rural communities are making determined efforts 
to build small community hospitals and to interest com- 
petent physicians in country practice. 

Despite the continuing migration from the farms to 
the cities, 54 million people—a little more than one- 
third of the population—are living on farms or in 
communities of less than 2,500. Forty-two percent are 
in the South and 30 percent in the North Central re- 
gions. The New England and Central Atlantic regions 
have an additional 19 percent and the remaining 9 
percent are divided between the Rocky Mountain region 
and the Far West. About 11 percent of the Nation’s 
rural population in 1950 was nonwhite; in the South, 
27 percent. 

Farm families have on the average about one and 
a half times as many children as urban families, and 
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the family group is larger: four persons, as against 
three and three-quarters for rural nonfarm families 
and three and one-half for urban families. 


Living Standards and Education 


Even if an allowance for the value of home-produced 
food, fuel and rental value of homes were added to the 
money income of-rural families, it is likely that farm- 
family incomes would still average lower than those 
of other families. 

The median money income of farm families in 1949 
was $1,730, compared with $2,560 for rural nonfarm 
and $3,430 for urban families. The median for non- 
white families on the farm was less than half the 
median income of the white families. Three out of 
five farm families had cash incomes of less than $2,000. 

The proportion of owner-operated farms is rising. 
In 1940 about half of the farms were run by the owners; 
in 1950 the figure was almost 60 percent. Tenant- 
operated farms declined in the same decade from 39 
percent to 27 percent. 

About one-sixth of all the farms hire 90 percent of 
the close to 4 million farm wage-earners, who include 
Most of the em- 
Largely because of 


an estimated 1 million migrants. 
ployees are seasonal workers. 
mechanical aids, two farm workers today can do the 
work of three in 1940. 

Low income and isolation mean that rural families 
often lack the conveniences that urban dwellers take for 
granted, such as running water, electricity and tele- 
phones. Nine city houses in 10 have mechanical 
refrigerators but only 6 out of 10 farm houses. 
One-third of the farm families do not live on or near 
an all-weather road. Farm houses are more often 
than city dwellings overcrowded and dilapidated. The 
shelter provided for migrant workers is the poorest of 
all. In some areas, entire families are put into poorly 
ventilated cabins of one or two rooms, while others 
are crowded into barns and abandoned chicken houses. 
Living standards in the rural South are much lower 
than in other sections of the country. 
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Figure 16.—Population and Percentage Distribution, Urban and Rural, United States, 1850-1950. 


A large percentage of rural children do not finish 
high school. In the 1949-50 school year about 20 
percent of the children 14 to 17 years old in rural areas 
were not in school, as compared with 12 percent of 
the children of the same age in urban communities. 

Children in many rural areas do not have the caliber 
of teaching personnel and facilities provided for chil- 
dren in urban States. In the year 1949-50, Mississippi 
spent $80 on each pupil and Arkansas spent $112. In 
contrast, the predominately urban States of New York 
and New Jersey spent $295 and $280, respectively. 

Poor income, poor education and poor health go to- 
gether. Agricultural agents have made slow but steady 
progress in teaching crop rotation, soil conservation 
and the proper feeding of chickens and livestock. Yet 
many families who have become expert in raising chick- 
ens on a scientific diet have not learned what to eat 
themselves. Farmers who persist in planting corn on 
the same eroded hillside year after year will not be 
able to raise their families’ living habits and facilities 
to the minimum level for good health. 


Rural Health Status 


Children are primarily victims of the inadequacy of 
rural health facilities. The infant mortality rate in 


the United States has dropped from 100 deaths per 
1,000 live births in 1915 to 29 per 1,000 in 1950. Yet 
in the 5-year period 194448 almost one-quarter of the 
counties had rates of 42 or more deaths per 1,000 births, 
representing a waste of more than 20,000 lives. Rela- 
tively high infant mortality rates are a characteristic 
of rural areas. The highest rates occur among the 
nonwhite groups. 

Maternal mortality rates are also markedly higher in 
farm regions. In 1949, 94 percent of the urban babies 
were born in hospitals but only 76 percent of the rural 
babies were. Half of the rural nonwhite babies were 
delivered by midwives. 

Disability is more common among farm workers 
than among those in other industries. On an average 
day in 1949-50, 4 percent of persons in agricultural 
employment were disabled by accident or illness; 
among other workers, 2 percent were incapacitated. 

Illness strikes hardest where incomes are lowest. A 
Michigan survey in 1948 showed that about two-thirds 
of the rural families with incomes of less than $1,000 
had symptoms of illness compared with about one-third 
among rural families earning $5,000 or more. 

Accidents cause proportionately more deaths and in- 
juries on the farms than in the factories. In 1951, 


81 


farm accidents resulted in 14,500 fatalities and 1,250.- 
000 injuries. There were 57 fatal occupational acci- 
dents per 100,000 agricultural workers, more than 3 
times the rate of 17 per 100,000 workers in manufac- 
turing. 

Yet very few States include agriculture in the work- 
men’s compensation laws. Ohio requires insurance 
when three or more farm workers areemployed. Eight 
States (Arizona, Kentucky, Louisiana, Minnesota, New 
York, Oklahoma, South Dakota, and Wyoming) cover 
mechanized or power operations. 


Health Personnel and Facilities 


There is considerable evidence that rural people 
today need more medical care than city people—and 
get less. 

Isolated rural counties have only half as many doc- 
tors in proportion to population as metropolitan and 
adjacent counties. More of the rural doctors are older 
men who can’t carry a heavy load of patients. 

Several reasons explain why fewer young doctors 
enter rural practice. After the heavy expense of medi- 
cal education, the young man who may have a wife and 
child figures that he cannot afford to begin his career 
where fees may be relatively low. But it’s not just 
a question of money. Most doctors wish to practice 
in their home towns and fewer country boys enter 
medical school. Their families are seldom able to meet 
the expense. Even when the money is available, the 
boy is often stopped because his rural school wasn’t 
good enough to qualify him for medical training. 

Other doctors are discouraged from trying rural 
practice because they fear professional isolation, or 
because the rural hospitals and other facilities are not 
adequate for the practice of modern medicine. Finally, 
the shortage of country doctors may be partly attributed 
to the inadequacy of medical training. Medical stu- 
dents are taught by specialists; few schools have chairs 
of general practice, or frequent lectures by family phy- 
sicians who can teach the problems and the challenge 
of their work. Medical schools such as Harvard and 
the University of Wisconsin, which have given planned 
attention to general practice, report an enthusiastic 
response from the students. 

The goal should not be a country doctor at every 
crossroads because the doctors would starve and it 
would be impractical to provide enough small hospitals. 
Thanks to faster transportation and better medical tech- 
niques, the contemporary doctor can give higher quality 
care to more people than the doctor of 1900. But the 
country people should be educated to come to the doctor 
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and to the hospital or health center. The physician 
should not have to go to the patient except in real emer- 
gencies. Any physician who tries to drive 200 miles a 
day to see his patients will finally fall asleep at the 
wheel. Even if the practitioner survives his daily 
marathon, this system is hard on the community. As 
one doctor put it: 

“If I am out on Bearwallew Mountain sitting out 18 hours 
with an obstetrical case I am not available to the rest of the 
people.” 

The shortage of doctors in rural States is paralleled 
by a shortage of dentists, nurses and other personnel. 
For example, the best-supplied of the 12 most rural 
States had only 1 dentist for every 2,300 persons in 
1950, as compared with a national average of 1: 1,914. 
In 1946 the Southeast and Southwest, with one-fourth 
of the Nation’s population, had only one-eighth of the 
registered nurses. 

Rural States are also short of hospital beds, despite 
the impetus given to rural hospital construction by the 
Hill-Burton Act of 1946. The 12 most rural States 
averaged 3.2 beds in civilian general hospitals in 1951, 
as compared with 4.6 beds per 1,000 in the 12 most 
urban States. 

Under the Hill-Burton Act, 60 percent of the new 
general hospitals have been built in communities of 
less than 5,000. Four hundred general hospitals have 
been erected in communities that had none. In a few 
instances small hospitals have been established to serve 
civic pride rather than community need, as in the case 
of a midwestern town of 1,000 that insisted on a new 
building although there were 8 hospitals within a 40- 
mile radius. 

The supply of doctors is related to the supply of hos- 
pitals. The doctor with a twentieth century education 
is not willing to practice in an area where surgery must 
be done on akitchen table. This doesn’t mean that the 
hospital must have 500 beds and all the equipment to 
handle rare diseases, but there should be minimum 
facilities in small hospitals within reach of rural people. 
One authority has said that the country person will 
usually go no farther than about 15 miles for medical 
treatment. 

Some communities have found the requirement that 
Federal funds be matched with local cash an obstacle 
to their participation in the Hill-Burton program. 
Some have expressed the feeling that provision should 
be made for giving credit for donated labor—the con- 
tribution people in a poor rural community are often 
in a position to make. 

North Carolina lightened the load on the poorer 
counties by dividing the State’s 100 counties into 4 
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groups of 25, ranging from richest to poorest. The 
most prosperous counties put up about four-fifths of 
the money, the second most prosperous counties pay 
about half, and the poorest counties contribute only one- 
sixth of the total cost of their hospitals. This plan, de- 
vised by the State’s Medical Care Commission, satisfies 
Hill-Burton requirements on a State-wide basis. 
two other States have used similar methods. 

Public health services are weakest in rural districts. 
In July 1951 there were full-time public health units 
for about one-half of the counties and three-fourths of 
the total population. The most neglected counties were 
rural. There was one public health nurse for, every 
1,500 children in metropolitan counties in 1946, but the 
nurses in isolated rural counties had to serve almost 
five times as many children. A number of rural 
counties have health departments that do not function 
because competent medical personnel is hard to find. 

Surveys have shown that families in small towns and 
rural areas use less medical, dental and hospital care 
than urban families. Part of the difference is explained 
by the relative inaccessibility of good care. A more 
important reason is the lower incomes of rural families. 
A State-wide survey in Michigan in 1948 revealed that 
three-fifths of the rural people had symptoms of illness 
which had not been treated. Less than one-half of the 
urban dwellers had received no treatment for their 
symptoms. When rural and urban families with in- 
comes of $5,000 or more were compared, there was no 
material difference in the percentages with neglected 
symptoms; 11 percent of the rural, 9 percent of the 
urban. 

Rural families spend a larger share of their incomes 
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but smaller amounts than urban families spend for 
medical care. A Nation-wide survey in 1941 showed 
that farm families and single consumers spent $60, 
or 5.3 percent, of their average income. For rural 
norfarm families and single consumers the figures were 
$67 and 5.1 percent; for urban families, $96 and 4 
percent. As farm income has increased in recent years 
there has been an increase in farm family medical care 
expenditures. Farm families in three Midwestern 
States reported spending two and one-half times more 
on medical care in 1950 than in 1940. Farm-operator 
families in the North Central States spent about 40 
percent more for medical care than farm families in 


the South. 


Special Problems of Negroes 


The health problems of rural areas are much in- 


tensified for the Negro population. The Negro can 
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afford very little medical care—and there is very little 
for him to buy. 

Fight Southern States have more than 5,000 Negroes 
for every Negro physician. At least 300 Negro doctors 
are estimated to be needed each year to take care of 
replacements. At the present, about half that number 
is being graduated. 

The quality of medical care for Negroes suffers from 
segregation in medical schools, in hospitals and in pro- 
fessional organizations. Segregation is by no means 
limited to the South, where, incidentally, the traditional 
barriers are gradually being removed. Florida has 
admitted Negroes to the State Medical Society, the 
Alabama State Nurses’ Association has opened its 
membership to Negroes, the University of Arkansas 
Medical School has graduated its first Negro doctor 
and is training five more. 

The need for well trained Negro doctors in rural 
areas is desperate. But the few available men often 
find it impossible to earn a minimum living. One 
physician had to leave a small country hospital and 
go back to urban practice because he made only $60 
in a good month. 

Subsidies have made startling differences in the few 
instances where they have been granted. With the help 
of grants from the Children’s Bureau of the Federal 
Security Agency, the maternal death rate for Negroes 
in Macon County, Alabama, dropped from 11.3 to 2.1 
in 5 years. 


Prepayment Plans 


Experts on rural health needs often sum up their 
goals as: 
insurance.” 

More doctors will certainly help, if they are trained 
for rural conditions, have access to minimum facilities, 
and can make a moderate living. 

More hospitals will help, if there is local need and 
support and a competent staff. 

More group plans for insurance or prepaid service 
will likewise help, if there are adequate professional 
services, adequate hospital facilites and adequate com- 
munity interest. 

In short, none of the three objectives is able to stand 
alone. 


“More doctors, more hospitals, more 


Rural areas are far behind urban centers in the use 
of prepayment plans. In the 12 most urban States 
more than half the population is covered by some form 
of insurance for hospital care or medical care, or both. 
In the 12 most rural States the coverage is about one- 
fourth. If urban counties were compared with rural 
counties, the disparity would be much greater. 
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Lower income is only one of several reasons for the 
small enrollment of rural families in prepayment plans. 
Most of the plans were developed originally for em- 
ployed groups, often with payroll deduction and fre- 
quently with employer contribution. This economical 
administrative set-up does not fit rural life. Farm fam- 
ilies are scattered, and individual enrollment is costly 
to solicit and service. The farmer’s income is both un- 
certain and irregular. It is hard to budget fixed 
amounts on a monthly or quarterly basis. In districts 
where good physicians and hospital facilities are scarce 
or remote, some hardheaded farmers will doubt the 
value of any prepayment plan. 

It is not surprising, therefore, that only an estimated 
8 percent of the 38 million Blue Cross hospital plan 
members and 6 percent of the 21 million Blue Shield 
and affiliated medical plan members are rural. 

Yet there is strong interest in prepayment plans 
among rural families. The voluntary health insurance 
plans of the Farm Security Administration had an en- 
rollment of 117,000 farm families in one-third of the 
Nation’s counties at the peak of its program. Indi- 
vidual farmers and leading farm organizations learned 
that budgeting was a practical answer to the problems 
of medical care. Physicians and hospital administra- 
tors found that prepayment gave essential support to 
their work. 

A recent experiment is the Haywood County Com- 
munity project in North Carolina, which has enrolled 
1,542 rural families. The organizers of this hospital 
insurance plan found that farmers were more of an 
actuarial risk than they had expected. There were too 
many neglected illnesses, too many old persons covered. 
To cope with these problems, an educational program 
for farmers, doctors, and hospital administrators has 
been launched. 

In California, members of the Grange have enrolled 
in the California Physicians Service, a Blue Shield 
plan which provides completely for surgery, medical 
care when hospitalized, full payment for hospital care 
in a semiprivate room for 21 days and one-half the 
hospital costs for the balance of the year. 

Farmers who have successfully developed coopera- 
tives for marketing and buying have extended the co- 
operative plan to health in a number of States. As of 
1949 there were 24 cooperative health associations with 
prepayment plans in 10 States. The Farm Bureau has 
actively promoted Blue Cross and Blue Shield enroll- 
ment among its members in many States. In some, it 
has promoted hospital insurance developed through 
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the Farm Bureau itself. The Farmers Union, likewise, 
has promoted enrollment in its own hospital insurance 
plan. 

In Elk City, Okla., the Community Hospital was 
started in 1929 as a cooperative serving 300 farm fam- 
ilies. Elk City is midway between Oklahoma City and 
Amarillo, 120 miles distant from each. Physicians are 
rare in the small towns that dot the area. The hospital 
has grown from its nucleus of 15 beds to 100 beds and 
enrollment has climbed to 2,600 families. Members 
pay an annual fee for complete medical care by the 
staff of seven doctors and two dentists. Hospitalization 
is extra. Staff members are paid $12,000 to $16,000 
a year, get a full month’s vacation and are encouraged 
to do post-graduate work. The hospital draws patients 
from a radius of 75 miles but is concerned about better 
care for residents of outlying areas. One possible 
solution is a mobile unit with a doctor and nurse to 
make weekly visits to the small communities, referring 
any serious cases to the hospital for diagnosis and 
treatment. 

The small hospital may be either a benefit or a dan- 
ger. The risk comes when a community insists upon en- 
graving its name on a new structure while lacking the 
means to provide the staff and the equipment that are 
essential for first-class medical care. Several small 
counties that are willing to pool their resources and 
plans can often provide centralized hospital service far 
superior to anything that the counties could offer 
separately. 

There are startling disparities in the 3,070 counties 
of the United States. Many rural counties have less 
than 2,500 persons. Georgia has 159 counties yet 
California, with almost 3 times the area and 3 times 
the population, has only 58 counties. In short, the 
county is anything but a uniform political subdivision. 

The health needs of rural people are not confined 
within county or even State boundaries. Whenever 
the resources of urban centers are tapped wisely, the 
rural population gains. 

A good example of an agricultural county utilizing 
the skills of a neighboring metropolis is the case of 
Hunterdon County, N. J., which has built a medical 
center in Flemington, some 45 miles from New York 
City. This prosperous county’s lack of a hospital was 
discussed in 1946 by the County Board of Agriculture, 
which appointed a committee. The committee enlisted 
the help of the New York Academy of Medicine for a 
survey. The conclusion was that the best way to in- 
sure good hospital and health service for the 43,000 


residents of the county was through affiliation with the 
New York University-Bellevue Medical Center. 

The plan appealed to the citizens. More than two- 
thirds of the Hunterdon County residents contributed 
a total of $1 million in a campaign run by volunteers. 
Additional funds were obtained under the Hill-Burton 
Act and from the Commonwealth Fund. 

The Hunterdon County Medical Center has 106 beds 
and enough extra space to serve everybody concerned 
with health: the family physician (six offices for con- 
sultation are provided) , the specialist, the public health 
nurse and the voluntary health agencies. The staff of 
full-time specialists is employed by the board of trustees 
in consultation with the New York University-Bellevue 
Medical Center, which gives faculty status to each 
specialist. 

Local physicians, have become warm supporters of 
the center. Every family physician in the county is 
on the center’s staff. Monthly seminars are attracting 
60 to 90 percent of the Medical Society membership. 

Citizen support is strong. Volunteers are taking sur- 
vey questionnaires to families in the county as part of 
a complete chronic illness survey of the population. 

Although Hunterdon County is the primary gainer 
from the plan for utilizing topflight urban specialists, 
benefits flow in both directions. The New York Uni- 
versity-Bellevue faculty members are better teachers 
because of their experience in the agricultural com- 
munity. 

Regional health services for children can often work 
effectively through the schools. In Williams County, 
N. Dak., one-room schools have been preserved be- 
cause winter road conditions make travel to central 
The administration of 42 one- 
room schools has, however, been centralized. A by- 


schools impractical. 


product of centralization is a mobile speech and hearing 
unit that is helping scores of children whom parents 
often thought were mentally retarded. This kind of 
health service could be extended and improved to cover 
several adjacent counties. 

In Nebraska, Colorado, Wyoming, and other States 
rural citizens have campaigned for legislation to permit 
Services 
that no one county could afford can be had when the 
resources of several counties are pooled. 

One serious barrier to joint health plans for several 
counties as well as to good health programs within a 
single county, is the archaic system of county govern- 
ment. Municipal, State and Federal Governments have 
all been progressively changed to meet the demands of 


several counties to set up a single health unit. 


the twentieth century. The great bulk of the counties 
are still governed by nineteenth century methods, 
Boards of supervisors and county commissioners are 
more concerned with cutting welfare expenditures than 
with meeting health needs. Letters and petitions from 
citizens on fluoridation of water, for example, will 
simply go unanswered. The hospitals built in rural 
areas under the Hill-Burton Act were usually the fruits 
of campaigns by local merchants and other community 
leaders, not the county government. 

In the absence of action by any governmental or vol- 
untary agency, rural citizens occasionally tackle their 
health problems in the tradition of a barn-raising. 
That happened in five North Carolina counties, all with 
low average incomes, under the leadership of a young 
general practitioner who was determined to have a 
hospital. An abandoned school was bought for $1,500 
and volunteer mechanics converted it into the Valley 
Clinic and Hospital of Bat Cave, North Carolina. This 
16-bed hospital meets a large part of the local popula- 
tion’s needs. The theory behind it, based on the young 
doctor’s experience, is that the vast majority of rural 
ailments require nothing more than bread-and-butter 
medicine. The common problems of country people 
are sore throats, accidents, pneumonia, childbirth, and 
other things that a competent general physician can 
usually handle in a small clinic and hospital. When 
specialist service in a hospital is needed, the patient 
is sent to an urban hospital. 

The link with an urban center is, moreover, the an- 
swer to the fear of a young medical graduate that rural 
practice would mean professional isolation. 

Successful experiments with group practice have 
been made in several rural regions. An outstanding 
example is the Rip Van Winkle Group at Hudson, New 
York. Outpost clinics are staffed by resident physicians 
and visited regularly by specialists from the group. 
Here again the benefits are shared by patients, general 
physician and specialists. 


Scholarships and Training Programs 


How to get more doctors and nurses into rural areas 
is a problem that is far from solved. In the 1930's 
the Commonwealth Fund subsidized the education of 
doctors who agreed to enter rural practice. Nearly 
all of these physicians moved to the cities when their 
obligations were discharged. 

Medical and nursing scholarships are now offered in 


a number of States and should be extended. In Mis- 


85 


sissippi they are financed by tax funds, in Indiana 
through contributions of the State medical society, and 
in Illinois through funds raised by a State farm organ- 
ization in cooperation with the medical society. In 
Minnesota, members of a mutual health insurance or- 
ganization contribute to a scholarship fund. 

To recruit students from the rural areas of the 
South, more than scholarships are needed. Graduates 
of substandard high schools require tutoring before 
they can qualify for admission to medical schools. This 
is particularly true of Negroes, whose education is 
most deficient. 

In North Carolina, the rural health committee of the 
State medical society is trying to interest the best 
qualified high school graduates in medical careers 
through an advisory council of rural school superin- 
tendents. Community support of scholarships is being 
solicited. This enterprise reflects common experience, 
which is that medical graduates tend to return to their 
home towns to practice. Hence the way to get more 
doctors into the country is to train more young men 
from the country. 

Increasing the supply of doctors is not enough. The 
country physician must be an all-around man, trained 
for responsibilities that a city physician would normally 
turn over to a specialist. 

Medical schools, with a very few exceptions, are 
not organized to give broad training to the general 
physician. The clinical training does not dovetail 
with rural conditions. The candidate for rural practice 
should have at least two years and preferably three of 
residency. This need for extra training to quality for 
what is probably the least remunerative field in medi- 
cine poses a serious economic problem. 

The high cost of training young men from families 
of moderate or small income for rural] practice could 
be met in part by subsidies. The same method has been 
advocated to enable the country doctor to leave for a 
month or two of post-graduate work from time to time. 

Subsidies should, however, be used with discretion. 
It would be unwise and financially impractical to at- 
tempt, in effect, to buy doctors for rural service. Unless 
the doctor has the character and personality that make 
him prefer a career in the country, with its special 
handicaps and its special rewards, no: subsidy however 
large will satisfy the doctor and keep him in the 
community. 


Rehabilitation Services 


Disability is proportionately greater among rural 
people than among city dwellers. Persons sick or dis- 
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abled for seven months or more average 2.4 percent 
of the rural population, compared with 2.0 percent of 
the urban population. For men only, the figures are 
3.1 percent rural, 2.5 percent urban. 

Blindness affects 100 to 157 rural residents out of 
each 100,000 as against 83 per 100,000 urban residents. 

A large percentage of disabled persons, including 
the blind and the mentally deficient, can become self- 
sufficient through training for farm work. The trouble 
is that too few are being helped. 

The need is more rehabilitation service and more 
collaboration among rehabilitation counselors, physi- 
cians, and patients in rural areas. 

Progress is reported from several States. In South 
Carolina, through the cooperation of the medicai so- 
cieties, rural physicians have arranged with rehabili- 
tation agencies to serve all patients who need reha- 
bilitation. Country people are learning from their 
family doctors what can be accomplished through 
rehabilitation. 

In Montana, Colorado, and other States, mental 
patients have been successfully transferred from insti- 
tutions to farm jobs. 

Extension of rehabilitation services will reduce the 
financial burden on taxpayers and on many rural fami- 
lies, at the same time providing a happier existence for 
the patients themselves. 


Conclusions 


Various voices at the panel meeting on the health 
needs of rural people were of the opinion that the fol- 
lowing things should be done: 

1. Full time public health units should be estab- 
lished to serve the approximately one-half of the coun- 
ties that have none. These units should be either for a 
single county or for a group of counties, depending 
upon local needs. Local public opinion should be fully 
mobilized to support the expansion program. Citizens’ 
health councils can be effective tools to get official 
action. State and Federal financial aid for public 
health units should be available where required. 

2. The resources of rural counties should be utilized 
and improved so that cultural and living conditions as 
well as medical facilities will attract and hold physi- 
cians and other personnel. 

3. Health services should be regionalized so that 
rural families can have good care, regardless of ability 
to pay or the location of the service. Special attention 
should be given to diagnosis and treatment centers 


staffed by local physicians, with consultants from medi- 
cal centers and with provision for taking the patient 
to the medical center for the most difficult diagnostic 
and therapeutic procedures. 

4. Because the scarcity of doctors, dentists, and 
nurses in rural areas stems partly from the scholastic 
and financial difficulties of rural boys and girls seeking 
medical education, scholarships, and other assistance 
should be offered. 

5. Comprehensive prepaid health plans covering all 
rural people, including tenants and sharecroppers, 


should be developed. 


Commission Recommendations 


THAT: 


1. In the provision of scholarships for students in 
the health professions, particular attention be given to 
the needs of rural youth from low-income families. 


2. In the development of hospital facilities, empha- 


MIGRATORY 


As many as one million migratory laborers work in 
‘this country’s fields and orchards each year. Roughly 
there are four and one quarter million wage earners 
who depend principally on farm employment for their 
incomes. Most of these will find employment in Sep- 
tember when farm work is at its peak. When farm work 
is slack in December and January less than one million 
are employed. If hired workers are grouped according 
to annual number of days of farm employment the 
numbers by amount of employment received are ap- 
proximately as follows: 


Table 8.—Hired labor on farms 


Employment Number 
Year-round (250 or more days)---- ~------------- 600, 000 
meewlany (150-250 jdays) st sete ne i _eteee 400, 000 
Seasonal nonmigratory (under 150 days) __--_---_- 2, 250, 000: 
SE RUMP LUGS one 1, 000, 000 


Most of the Nation’s farm work is done by farmers 
and members of their families who are excluded from 
the above figures. It is evident that the majority of 
hired labor on farms are part-time and temporary em- 
ployees. Migratory workers represent one-fourth of 
this group. They are employed principally in cotton, 
fruits, vegetables, and sugar beets at time of harvest 
when the demand for manpower is great. However, 


they receive less employment than any other group 


sis be placed upon establishing good working rela- 
tionships between small rural hospitals and larger 
medical centers. 

3. Public health services be extended to all areas of 
the country, rural as well as urban. 

4. Rural people throughout the country study their 
own health problems and seek means of solving them 
using their own resources. For example, this could 
be done through equipping offices and guaranteeing a 
minimum income to the physician, and, as necessary, 
calling upon State and Federal resources to overcome 
their economic disadvantages. 

5. Federal and State grants for hospital and medical 
services continue to be allocated to help people in the 
lowest income areas to secure practical equality with 
other groups. 

6. General physicians in rural areas establish group 
practice arrangements, if necessary with specialists in 
nearby urban areas, in order to bring the benefit of all 
medical skills more readily to rural people. 


WORKERS 


of farm workers. As a result, their contribution to 
the Nation’s farm work is not in proportion to their 
numbers. 

Notwithstanding that farm migrants are only 7 per- 
cent of the Nation’s farm manpower and do less than 5 
percent of the Nation’s farm work, migratory farm labor 
cannot be dismissed as having little significance. It 
is an important source of manpower to many farms 
during seasonal periods of acute demand for farm 
labor. 

Half of these migratory workers are nationals of 
Mexico and other neighboring countries. Their fami- 
lies are large. A field survey conducted in Colorado 
in 1950 found that the average family consisted of 5.7 
persons as compared with 4.1 persons for the average 
rural-farm family in the Nation as a whole. 

In 1949, counting perquisites, the average migrant 
farm worker received $550 as total earnings for 101 
days of labor, compared with $2,866 for 245 days of 
labor by an average worker in manufacturing. Mi- 
grants move from county to county and from State 
to State, taking advantage of seasonal employment 
opportunities. 

The periodic influx of migrants into these areas over- 
whelms the existing arrangements, and even the re- 
sources, designed for meeting the needs of local people. 
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Source: Adapted From Department of Labor, Map, ‘‘Major Migration Routes in the Agricultural Labor Market,’’ 1951. 


Figure 17.—Areas Using Migratory Farm Workers. 


Completely inadequate facilities for housing and san- 
itation characterize the nomadic life of most of these 
people. To see them, family after family, camped along 
ditches is not uncommon in our Western States. 

By their movement from place to place, migrants 
lose residence status required for basic health and wel- 
fare services which are available generally to persons 
who have established residence in a given area. 

Hospitals and private physicians hesitate to accept 
them for care since their incomes are so low and be- 
Their dif- 
ficulties are increased by the fact that the taxpayers 
of the community are reluctant to pay for the medical 


cause they are always about to move on. 


care of this transient population. 

In certain areas of the country, the problem is be- 
ginning to be recognized and steps.are being taken 
to meet it through public health agencies and voluntary 
groups. In Fresno County, Calif., community interest 
has been aroused and health centers are being devel- 
oped with the support of the big growers. Efforts are 
also being made to take up the slack in the seasonal 
employment of agricultural workers and provide them 
with employment throughout the year. 
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Living as they do and disadvantaged by previous 
life and lack of educational opportunities their need 
for health services is much greater than that of the 
resident population. These problems were well recog- 
nized among others by the President’s Commission on 


Migratory Labor in its report of March 26, 1951. 


Commission Recommendations 


THAT: 


1. The Federal Government recognize its responsi- 
bility and assist in solving the health problems of 
migratory labor. This should be done through de- 
veloping a satisfactory plan in cooperation with State 
and local governments, employers and voluntary agen- 
cies; through allocation of funds to help carry out | 
such plans with no discrimination on account of legal 
residence status; and, wherever necessary, through es- 
tablishing direct Federal health services. 

2. Governments of States with substantial popula- 
tions of migratory workers establish and enforce ade- 


quate standards of housing and sanitation in migrant 
camps. 


THE AGING 


Each year older people constitute a larger pro- 
portion of our population. Men and women well along 
in years are becoming an increasingly important factor 
in American life. Their number may be expected to 
increase as a result of the successful fight against high 
death rates in the lower age brackets. A logical next 
step would be to keep aging people healthy, competent, 
and intellectually active. If this can be done the 
whole country stands to gain. Mature people always 
have been assets to the nation. Millions more are 
capable of continuing effective participation. 

Benjamin Franklin, at the age of 70, signed the Dec- 
laration of Independence. At the age of 81, he signed 
the Constitution. The name of this great American 
has come to be a synonym for the industry and frugality 
that enabled him personally to retire from business at 
an early age and to devote the rest of a long life to 
public service. Even today, when young men are 
everywhere in the ascendant, almost every nation still 
has its quota of brilliant elder statesmen. Winston 
Churchill, after writing five volumes of memoirs setting 
forth the doings of an active life, at the age of 76 took 
another turn at being Prime Minister of England. 

_ Our Nation will have to depend increasingly on its 
older men and women. At the present time, however, 
our Nation sets aside the vast majority of its aging peo- 
ple by denying them useful roles. While exalting the 
few conspicuous, we deprive the many less spectacular 
aged of their chief reason for living. 

The first 50 years of this century have strikingly mod- 
ified the role of the older person. Until recently, 
older people assumed an important responsibility in 

‘teaching the young. Today it is the young scientist 
and the young leader who must interpret to the older 
people the new developments which have so radically 
changed the world we live in and the knowledge we 
have of that world. This wide gap between genera- 
tions and the speed with which it has been widened 
have led to much of the unhappiness which many older 
people experience today. 


Size and Potentiality of the Aging Population 


In the Western group of nations there are now more 
people living to a ripe old age than ever before in the 
history of civilization. In this country life expectancy 
at birth has risen from 47 years in 1900 to 68 years in 
1949. It is distinctly greater for women than for men. 

The 1950 census revealed the number of people over 
65 years of age in the United States to be 12.3 million 
or about 8 percent of the population. The trend is 


such that by 1960 there will be nearly 16 million or 
9 percent in this age group. By 1975, an estimated 
10-11 percent of the population will be 65 or over. 

One major effect of the lengthening of the life span 
is to be found in the greater numbers of the “young- 
old.” The group between 45 and 65 years of age, it 
is estimated, will increase from 31 million in 1950 to 
36-37 million in 1960. By 1975, it is likely that a 
third of the population will be in the age range of 45 
years and over, 

Women now outnumber men by 1 million, but most 
significantly in the later years of life. The excess will 
be 2 million by 1960; most of it in the older age 
groups. 

While the greatest factor in the advance in life ex- 
pectancy has been the saving of lives in infancy and 
early life, it is nevertheless true that more older people 
are also living a little farther into old age and that 
the average duration of life after retirement is longer. 
Death rates in the upper ages have recently declined 
significantly. 

The potential worth of this large section of mature 
and experienced people is still a hidden quantity. The 
riches of this reservoir have scarcely been tapped, 
mostly because of social and economic reasons. But 
in a period of history that relies upon machines to 
replace brawn, a period characterized by shorter work- 
ing hours and greater opportunities for leisure and 
creative enjoyment, the aging should be able to find a 
pattern of useful life. Society has a responsibility to 
help them find it. 


Health Conditions 
The Darker Side 


The belief that old age is necessarily a period of 
deterioration or that there are certain diseases which 
are the special province of old age is a false one. Prac- 
ticing physicians who have pioneered in devoting time, 
skill and interest to the branch of medicine known as 
geriatrics agree that there are no diseases peculiar to 
But the effects of many diseases upon aging 


persons vary radically from the effects of the same 


old age. 


diseases upon younger people and more study should 
Health throughout the 
whole of life is a responsibility of the individual. If 
he learns to carry this responsibility early in life, there 
is a better chance that in old age he may enjoy a better 
degree of health. 


be made of these differences. 
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Causes of Death and Illness 


In 1900, a quarter of all deaths were among persons 
over 65 years of age, who then constituted 4 percent 
of the population; in 1950 half of all deaths were 
among the 8 percent of the population in this age 
group. 

The major causes of death among the aging are 
heart disease, vascular lesions of the brain and cancer. 
These are also the leading causes of death among people 
between 45 and 64 years. This suggests that any long 
term plan to obtain better health for older people must 
include plans for an attack upon the health problems 


of the “young old.” 


Table 9.—Five leading causes of death among persons 
45 years of age and over, United States, 1949 








45-64 years 65 years and over 


1. Diseases of heart. 1. Diseases of heart. 
2. Malignant neoplasms. 2. Vascular lesions of cen- 
tral nervous system. 
3. Vascular lesions of cen- | 3. Malignant neoplasms. 
tral nervous system. 
4. Accidents. 4. General arteriosclerosis. 
5. Tuberculosis. 5. Accidents. 





Source: National Office of Vital Statistics. 


About one-half of the chronically ill are over 45 
years of age. The highest proportions of disability 
and of chronic invalidism which cause serious losses 
in man-days and make devastating and almost intol- 
erable inroads upon the financial resources of many 
individuals and families are to be found among the 
older members of the population. 

Hardly anybody lives to the age of 60 without 
acquiring some more or less permanent disability or 
How much these liabilities bother him de- 
pends on what and where they are, and on his own 


disease. 


capacity to adjust to them. However, only about 10 
to 15 percent of the elderly are ill in an active sense at 
any one time. 


Prevalence of Unfitness 


Another important burden on older people is a 
state of unfitness which is harder to define than dis- 
ease. It has been hard to get anybody, even physicians, 
to see the need and the possibility of doing something 
about this feeling of being under par, which is a form 
of lowered vitality. It has been even more difficult 
to get older people themselves to cooperate in restor- 


ing and maintaining that proper tonality, known as 
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Frequency of disabling illness 


Annual illnesses per |,000 persons 
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Figure 18.—Annual Frequency and Days of Disability From Illness 
Disabling for Seven Consecutive Days or More, All Ages and 65 
Years and Over, National Health Survey, 1935—36, and Eastern 
Health District of Baltimore, 1938—43. 


fitness. Unless they are given an opportunity to play 
a vital and active part in the human scene, why should 
they? 

To bring about this type of self-rehabilitation or brac- 
ing up requires a new concept of preventive medicine, 
great faith in the individual, and unlimited confidence 
in the democratic community. It means acting on the 
belief that older people can be healthy if they are sup- 
plied with the proper incentives. 

Physical unfitness descends upon us all when we fail 
to use our bodies and neglect exercise and play. Much 
feebleness, unsteady gait, awkwardness, fear, palpita- 
tion, many sighs and groanings, are attributable to 
ordinary inactivity and idleness. Exercise and play 
help coordination and promotes zest and confidence. 

Many older people, if they ever knew how to play, 
have in their later years forgotten all about it. Our 
culture gives little place to the kinds of recreation, per- 
sonal and social, that last through life. Doctors tell 


older people to go slow, and too often older people 
have not the spirit to take a chance. Children are 
urged to play. Gymnasia, swimming pools, bowling 
alleys, and a place on the public playgrounds for older 
people may come in the future when there is greater 
realization of the prime importance of being fit. 

Nutritional unfitness can be demonstrated in a great 
majority of the aged. Many older people suffer various 
degrees of ill health because they cannot purchase the 
food needed for a proper diet. For others the prob- 
lem may not be lack of money, but lack of knowledge. 
Nutrition is just beginning to be understood by physi- 
cians and other professional people themselves. | Some 
difficulties are caused by food fads, fears, and fancies. 
Doctors might use greater discretion in prescribing 
limitations of diet. Some older people eat badly be- 
cause they have no teeth, or do not have enough strength 
to shop and keep house, or because they have lost rea- 
sons for eating when their job goes or their family dies 
and they are left alone. Others eat too much. We 
need more research and education concerning diet. We 
need incentives for wanting to eat well. This includes 
experiments with eating places where lonely old people 
can go for sociability and eat with economy and taste. 

Mental unfitness from lack of reading and study 
accounts for a great deal of the poor performance by old 
people, whether sick or well. Few of us study after we 
leave school, except as our jobs require it. When jobs 
go, the days do not automatically fill themselves. 
When habits of attentiveness, curiosity, reflection and 
judgment are neglected, the drift to aimless dependency 
becomes strong. When a crisis comes, at work or at 
home, and the oldster has to think for himself, he is 
alarmed at the difficulty. We need to do more than 
find paying jobs or agreeable occupations for old peo- 
ple. We need to find out how to reeducate them, to pro- 
vide counseling services that will help them adjust to 
crisis situations. Many schools permit old people to 
take part in some courses, but we need a great Nation- 
wide movement in adult education for the later years. 

Social emptiness is also a great bar to good living. 
The difficulties older people meet in retaining harmony 
with children or grandchildren are well known. The 
difficulties some have in living alone are just as bad. 
Many older people, on the other hand, adjust quite 
satisfactorily to living alone. 

At about 50 years of age many people have completed 
one of their principal functions in society, that of bring- 
ing up and sending children into the community. For 
many parents, especially women, that completion really 
deprives them of a feeling of direct and immediate 
responsibility. 
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How shall the aged, who have lost their relatives, 
old friends, and old ways of life, and whose children 
are grown up, find new friends? How shall they re- 
gain status? If they do not, many soon give up to dis- 
ease or start down the road to senility or mental illness. 


Mental Illness 


It has been glibly remarked that old age is an accu- 
mulation of bad habits. In its minor manifestations 
it may be just that. But when the bad habits, grown 
inveterate and involuntary, reach the plane of rigid 
malfunctioning, tragedy often ensues. Whether the 
trouble is organic or functional in origin, the results 
are the same—a serious maladjustment unfitting the 
afflicted for playing a normal role in society. 

Real mental illness in the elderly is a dreaded hazard 
for the individual and a very costly element in the total 
program of care. Only a small fraction of mental ill- 
ness is clearly due to changes in the structure of the 
brain; most appears to have its origin in personal crises 
and social neglect. There are no thoroughly tested 
therapeutic means to prevent or delay organic changes, 
but through a study of both the group who suffer no 
evident mental deterioration and those who do, impor- 
tant clues may be discovered for prevention and 
treatment. 

There is a startling growth in the numbers of the 
middle aged and elderly who are being admitted to, 
and living in, hospitals for the mentally ill as patients. 

If our mental hospitals were adequately supplied 


-with competent staffs and services, it would be found 


that a large number of committed patients could be 
cured or returned to their homes improved, and that 
good custodial care of the unremediable patients would 
render them far less an object of horror to the public. 
It would also be found that many patients have been 
committed mistakenly through failure to detect their 
social, economic, and emotional problems, and through 
failure to be aware of the effects of many bodily dis- 
eases upon the personality. If there were satisfactory 
roles for older people and adequate medical, psychi- 
atric. and social facilities in our communities, person- 
ality breakdowns in old age would be less frequent and 
the needs for referral to mental hospitals would de- 
crease. Such facilities would permit a more proper 
use of the expensive services of mental hospitals and 
would lift one of the greatest threats that hangs over 
the aged and their families. 

In many instances people committed to mental hos- 
pitals do not require the full range of therapeutic and 
curative services of the hospital, but do require super- 
visory and nursing care. 
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There is a large group of elderly people who are 
not mentally ill but who are mentally confused. The 
confusion may be thorough and deep-seated but it is 
not a disease. Lack of stimulation or activity and 
great and sudden changes in environment may make 


adjustment extremely difficult, and lead to a dazed and 


mixed-up state of considerable duration often referred 
to by relatives and children as senility. The term senil- 
ity is too freely used. There are genuine grades of 
senile decay, but confusion is not one of them. To 
act at times in senile, childish, or too simple or silly 
a fashion is a habit not limited to old age. 


Social Aspects 


Many of the less severe mental difficulties among 
the senescent have a social origin. The problems of 
aging, beginning somewhere between 40 and 55 years 
of age, have to do largely with the role of the aging 
person in the community. Unless a person is doing 
something that is useful to society and recognized for 
the contribution he is making, interest lags and in all 
likelihood that person is going to develop difficulties. 

Serious consideration of the aged requires focusing 
on how aging people are going to be utilized in so- 
ciety so that they possess roles from which they can 
derive respect on the part of others. There is bound 
to be some separation between the generations, but we 
need effort to bridge this gap by social and personal 
bonds which are stronger than some of the economic 
and physical arrangements which have held family 
groups together in the past. It is difficult for older 
people to carve out an independent life due partly to 
social attitudes, not only their own but those of their 
children and the members of the community as well. 
Many habits and customs must be undone. There are 
also the ever-present problems of companionship, hous- 
ing and participation in the recreational aspects of 
community life. 

The normal older person suffers many shocks. The 
loss of a spouse, a job, an assured position, or the onset 
of long, incurable illness are crises greater than those 
that face the average person at any other period of life. 
According to certain authorities, a totally rounded psy- 
chological, medical, vocational, educational counselling 
and information service in the community for the aging 
is the sine qua non. 

Older persons as well as young people have a future. 
This would be easier to face if older people had an 
environment as favorable as that of younger people. 
The growth of day centers and golden age clubs in 
many communities has been too recent for their sig- 
nificance to be ascertained. Some older people derive 
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great benefit from them; others do not. But on the 
principle that activity promotes interest in living, which 
in turn promotes an interest in maintaining health, 
they should have value. They provide new friends 
and companions for those who see close associates one 
after another leave the community. They provide an 
entree for the nurse or the physician who can give 
health education and encourage the elderly to take an 
interest in their health. 

Older people, especially if they are without family 
or without friends, must have some security. They 
cannot build good health or maintain physical and 
mental competence when they cannot see their path 
into the future. 

Unfortunately, older persons today live in a society 
that is in many ways becoming uncongenial and un- 
favorable to them. Encountering adverse attitudes, 
older people tend to lose their dignity and their sense of 
worth. Their role in the family, if one remains to 
them, is not conducive to self-respect; opportunities 
for gainful employment are denied them on the basis 
of their calendar years; fewer and fewer opportunities 
for self-maintenance remain in a social order which 
still regards self-maintenance as the only respectable 
way to live; dependency, total or partial, is forced upon 
almost two-thirds of the older generations through no 
fault of their own. 

As the health and social needs of. aging persons be- 
come more numerous, too often their own means to 
satisfy them either diminish or are entirely lacking. 
Dental treatment and dentures, hearing aids, eyeglasses, 
and other devices to help them to function more effec- 
tively are hard to get; housing, which should be more 
adequate, tends to be much less so; leisure, of which 
they have previously had very little and of which they 
now have a super-abundance, easily becomes a source 
of boredom and may lead to withdrawal from life. 
This generalized description may appear exaggerated; 
certainly it does not apply to every older person. 

The real point is that disease and disability in old 
people are inextricably bound up with their total situ- 
ation—their social arrangements, their physical and 
mental fitness, their economic and occupational ade- 
quacy, their spiritual status. It is impossible to treat 
sick older people adequately without considering every 
area of their lives. More than for any other group of 
men and women, the health needs of old people extend 
far beyond the boundaries of ordinary medical practice. 


Economic Status of the Aging 


The greatest and most important deterrent to the pro- 
vision of medical and dental care, and other health 


services for older people is the lack of money with which 
to finance them. 

The aging receive income from four main sources. 
Thirty percent of those 65 years and over receive in- 
come from employment (as earners or wives of 
earners) ; one-fifth from old age assistance (public tax 
funds) ; one-third from Old Age and Survivors’ In- 
surance (an insurance system administered by the Fed- 
eral Government) and related programs; and an un- 
known number from personal savings and annuities. 
In addition, there is a large group with no cash income 
and dependent on children or other relatives for sup- 
port. For the one-fifth of the people 65 years and over 
receiving old age assistance in 1951, the average 
monthly grant was $44.54; for the one-fourth receiving 
Old Age and Survivor’s Insurance benefits, the average 
monthly amount was $42.16. 

The total cash income of about two-thirds of all per- 
sons in the United States over 65 years of age is less 
than $1,000 per year. Hence, only a small proportion 
of those over 65 years of age can be considered more 
than marginally independent, with inflation rapidly 
reducing this margin. With such severely restricted 
income, nutrition and other aspects of living are bound 
to suffer. 

As the incomes of even the more independent group 
‘are generally fixed incomes, inflation is rapidly reduc- 
ing to the danger point the margin of safety for many 
of these people. The preponderance of illnesses in the 
later decades of life and the long term nature of most 
of them, with the attendant staggering cost of care, 
constitute the greatest threat to financial and social inde- 
pendence for all except a small proportion of the group. 

Although a fourth of all the people over 65 are still 
employed, these are principally in the “first half” of 
old age. The greatest problems arise among the 
“second half” of the older people, who are 75 and 
beyond, for whom employment is rarely the solution. 
While more than half of the total population of the 
country (57 percent at the end of 1951) has some 
form of hospital or medical care insurance, only a 
quarter (26 percent) of the people 65 years and over 
are protected by hospital insurance. Among these 
older people, it is largely those under 75 years of age 
and those still employed who have such protection. 

Considerable medical care is now paid for through 
use of old age assistance funds. The 1950 amend- 
ments to the Social Security Act provided for Federal 
participation payments made on behalf of O. A. A. 
recipients direct to vendors, including physicians, hos- 
pitals, and other institutions. This also provides par- 
ticipation for patients who are receiving care in public 


institutions, if those institutions meet State standards 
by July 1, 1953. It is well to keep in mind, however, 
that in no instance does the Federal assistance apply 
to more than a maximum total expenditure of $55 for 
all purposes per month. 

Some States provide further for medical care out 
of State and local funds for those who can meet most 
of their own living costs, but are not able to finance 
medical care. In addition, there are in the country a 
great number of municipal, county and State hospitals, 
infirmaries and homes, in which the cost of care is 
entirely borne by local or State government with tax 
funds. 

The amounts expended are huge, but they still do 
not provide medical care either in the quantity or of 
the quality which the elderly need. Almost nothing 
is spent on prevention. Also past experience is not a 
sound guide for estimating future medical care needs 
because many old people have either not sought care, 
or they have not had appropriate or adequate care 
when they did so. 

The present large voluntary contributions by physi- 
cians of their time and services and the present ex- 
penditures from public sources cannot be regarded 
as sufficient to meet fully the present or future demand 
for care in this group. 


Medical Facilities for the Aged 


When sick and failing older people need attendance, 
they are cared for at home, in general, mental and 
chronic disease hospitals, nursing and convalescent 
homes, almshouses, and private homes for the aged. 

The bulk of medical care ideally should be provided 
to older people in their own or substitute homes rather 
than in hospitals. The reasons are twofold: (a) bet- 
ter care for many people can be given more econom- 
ically in a favorable home environment if organized, 
carefully planned programs with proper medical super- 
vision are offered; (b) The great majority of older 
people (94 percent) now live in individual households, 
69 percent live in their own household. 


Home Care 


The burden of sickness among the aging at present 
treated in the home cannot be accurately measured. It 
is considerable and it is clear that the patients them- 
selves prefer to receive care in their homes. 

The cost of care in the home is about a quarter 
of the cost of care in hospitals. The “bed and board” 
which are given in the home are important items in 
this lower cost. 
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The fact that sick older people prefer to remain in 
their own homes as long as humanly possible puts a 
high premium on the willingness and the ability of the 
family to provide care, either with or without auxiliary 
services. From the patient’s point of view, home care 
is conducive to his own mental and emotional stability, 
provided it can be done without disrupting family life. 

Boarding and foster homes are being used increas- 
ingly as substitute homes for elderly people who can 
manage to get along without continued nursing or 
medical supervision. This type of substitute arrange- 
ment, carefully planned and supervised, is especially 
desirable for “fairly well” people who cannot live alone 
or for whom living in the homes of their own families 
is impossible. 

However, the great majority of older people, sick 
or well, do remain living in homes, either their own 
homes or those of children or other relatives. But 
the accommodations for older people tend to be in 
poorer physical condition than those for persons of 
younger age groups. 

These homes range from the small hall bedroom and 
apartment in the multiple dwellings of the city to the 
large mansion of the wealthy couple or widowed per- 
son; and from the small unheated shack to the large 
rambling farmhouse in the country. Health services 
given in the home must be geared to the possibilities of 
the particular living arrangement, or some effort made 
to change the living conditions. Organized home-care 
programs which include visits of the doctor, the 
nurse—registered or practical, the social worker, the 
housekeeper or homemaker, are beginning to point the 
way to better medical and health care in- the home. 
They also bring to light the great need for improved 
housing especially for elderly citizens, if home acci- 
dents, physical distress, and overcrowding are not to 
become even more prevalent than they are at present. 


General Hospitals 


Clinics and hospitals in urban areas are showing 
signs of reluctance and even resistance to admission 
of older people, whatever the ailment. The reasons 
for this are obvious. The tendency of these patients 
to require long-term nursing care, with or without in- 
tensive medical care or supervision; means that once 
they are admitted, humanity and necessity dictate that 
they remain to use hospital beds largely because other 
community facilities are lacking. 

A study of old people at one hospital in Boston 
showed that, in 1913, one in every 16 admissions to 
the medical service was a person 61 years of age or 
over, and that, by 1943 (when the study ended) this 
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proportion had risen to one in every five. A spot 
survey of two teaching hospitals in Boston recently 
indicated that nearly one in every two patients was 
over 60. Experience in other cities of the United 
States, it is fair to assume, is not very different. It is 
clear that there is a striking increase in the use of 
general hospitals by old people. 

Some of this mounting burden represents the great 
falling off of infectious diseases of all sorts due to 
the use of antibiotic agents; cases of typhoid fever, 
syphilis, and pneumonia no longer overwhelm the 
wards. How much of it represents a true increase in 
chronic diseases cannot be said. 

One reason hospitals are not anxious to take older 
people is that many of them have no money. In turn, 
older people fear hospitals chiefly because they are 
appalled at the cost. 

Old people also can be tired out by the process of 
being “clinicked.” In teaching hospitals, the patient 
often needs much endurance to answer questions and 
submit to many physical examinations and laboratory 
tests each day. Most hospitals do not furnish enough 
of a convalescent atmosphere. Where the admission 
turnover is rapid with much hustle and bustle, the 
process of normal living is neglected; and very few hos- 
pitals provide for the slower processes of rehabilitation. 
Elderly patients, like younger ones, are entitled to a 
chance to get well again, and thus require sensitive 
handling as well as thorough study. 

Another big factor in the mounting burden of treat- 
ing older people in general hospitals is that the aging 
usually have no other place in their community to go 
when they are really sick. Hospitals for acute cases 
must continue to serve older people who need surgical 
treatment or who need intensive medical study and care 
that requires specialists and costly apparatus. But we 
must find simpler, less expensive medical care for the 
many older people who are not acutely ill, but who need 
more help than they can get at home. 


Mental Hospitals 


Mental hospitals bear an increasing load of care for 
older people who have senile dementia and cerebral 
arteriosclerosis with psychosis. For example, in New 
York State the rate of admission for these causes in- 
creased from 9 per 100,000 population in 1915 to 39 
in 1949. They now represent more than a third of all 
first admissions to New York mental hospitals. 

The staffs of mental hospitals are usually so swamped 
with heavy case loads that they may accept the diag- 
noses given them when the patients are committed, 


especially when the patient’s behavior thereafter con- 
forms to the picture of deterioration. However, there 
are reasons for believing that senility and psychosis 
among older people are a blurred picture, the result of 
many causes. Studies should be made of the early 
stages of these diseases in all their ramifications. 
Many of them can be prevented; according to the ex- 
prience of good recreational and social programs, some 
can be cured. Knowledge of this sort put to use will 
decrease the number of cases that require institutional 
care. Mental hospitals should rightly provide care for 
the serious cases, and if they limited reception to these 
cases, they might then have space and the staff to do 
work along the lines suggested above. 


Chronic Disease Hospitals 


Hospitals for chronic disease are being examined 
currently as a possible valuable resource for people 
(mostly old), with long-term illness. Excellent think- 
ing along these lines has been done by the New York 
State Health Preparedness Commission. This Com- 
mission recommended that chronic disease hospitals 
be built for research in connection with State medical 
schools and also that chronic disease wards be incor- 
porated in most general hospitals. 

It has already been demonstrated that much can be 
done by physical rehabilitation in chronic disease. But 
most American medical centers give this type of work 
little attention. There are exceptions, among them 
some of the veterans’ hospitals where great progress 
is being made. Vigorous and well-considered treatment 
is encouraged by close association of chronic disease 
hospitals with general hospitals. Isolated chronic 
disease hospitals, especially public ones, often degen- 
erate into custodial care institutions. Such care can 
be provided more cheaply and attractively in places 
other than hospitals. 

Many public homes, municipal, county, and State, 
are being converted into infirmaries or nursing homes 
to care for the great number of elderly who seek shelter 
because they are suffering from chronic disease, often 
requiring attendance rather than constant medical and 
skilled nursing care. There are exceptions, but few of 
these homes or infirmaries have as yet progressed to 
the point of adequate service. 


Nursing and Convalescent Homes 


Nursing and convalescent homes are important to 
patients who need less care than a hospital supplies 
and more than a home can give. Many States license 
these nursing homes to ensure at least minimum physi- 
cal standards. The great majority of the patients are 


over 65 years old. About 6 percent of those over 65 
live away from household and family setting, in insti- 
tutions of some sort. The advantages of nursing or 
convalescent homes are their individual character, ab- 
sence of an oppressive institutional atmosphere, in- 
formality, location in residential areas and relative 
economy. 

But these institutions work under serious handicaps. 
Inflation is pushing costs beyond what patients, welfare 
boards, and private charitable institutions can pay. 
Therefore, the homes that survive do so by cutting 
corners on service and food and by crowding more 
patients together; and many smaller homes are giving 
up. Patients can still be placed at $5 per day in most 
parts of the country, but better service begins at the 
$7-a-day level. 

A second difficulty is lack of nurses; only rarely does 
the nursing home provide good nursing service. Good 
nurses can find jobs with better pay in general hos- 
pitals; poorly trained women can do better with less 
effort in industry; and so the homes get along with 
what they can obtain. 

A third difficulty is inadequate medical care. Very 
few patients in the homes have their own physicians or 
are visited frequently by them. Matrons tend to use 
their own judgment as to what physician to call, and 
for what purpose. Little or no nutritional advice, few 
visits by social workers, and still less occupational or 
physical therapy are available. 

The enfeebled condition, physical or mental, of a 
proportion of the patients imposes on responsible man- 
agement the obligation to provide more and better 
nursing and medical care. The effect is to develop 
longer and longer waiting lists of people who will, be- 
cause of delay, by the time of admission need the kind 
of care required by the long-time patient. The neces- 
sity of reorganizing both the intra- and extra-mural 
services of the home is apparent. The more progres- 
sive homes, relatively few in number, are responding 
in an effort to meet more adequately this new role which 
social change is forcing upon them, but forward move- 
ment in the majority of the homes is discouragingly 
slow. 

With the best will in the world, ethical operators 
find it hard to make a modest living and give good 
care at rates within the means of most of those who 
must pay the bills, often over a long period of time. 
Many of them are ill-equipped to give the right kind 
of convalescent care to patients, who, if they do not 
receive such care at the proper time, may regress to 
the status of permanent invalidism. 

Public and private nursing homes are not substi- 
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tutes for the hospital but are substitutes for the home. 
At present, relatively few of these institutions meet 
desirable minimum standards of medical or nursing 
care. Many of them are permanent or terminal homes 
for patients who live in a poor and uncongenial at- 
mosphere, neither that of a hospital or a home. Educa- 
tion as to the need of standards of good nursing home 
care, and the adoption and enforcement of them through 
licensing or registration procedures is an early re- 
quirement of any community program seeking to im- 
prove health services for the aging. 


Almshouses 


Almshouses, now often called public infirmaries 
rather than poor houses, have changed greatly in the 
last 100 years. One group of people after another has 
been removed from them as better ideas for their care 
have come along. This applies to the blind, the or- 
phans, the widows, the tuberculous, and now to some 
extent to the elderly who are getting enough old age 
assistance to live in their own or in substitute homes. 

A survey of the infirmaries in one State (Massachu- 
setts) showed that they were filled to two-thirds capac- 
ity (3,903 guests in 6,178 places) ; two-thirds of the 
guests were men; two thirds were over 65 years of 
age (90 percent past 50); and one-third were bed 
cases, 

Present day almshouses eo to become custodial 
care nursing homes. As such, they need to develop 
more adequate medical, nursing and other services. 
At present, staffs are largely untrained and underpaid, 
which results in a high turnover. There is little atten- 
tion to nursing; medical records are scanty; physical 
examinations are infrequent; and in general, these in- 
stitutions are isolated from ordinary community 
activities. 


Private Homes for the Aged 


Privately administered homes for the aged, under 
church, fraternal and trusts auspices, house relatively 
few of the aging. In general they provide the same 
type of care that the almshouses do, with added admis- 
sion restrictions as to sex, sect, nativity, and freedom 
from disease. The same absence of sociability usually 
prevails. There are some excellent examples of pio- 
neering departures from the old pattern. Many of the 
religious and philanthropic groups have been striving 
for better standards, and have been giving leadership 
locally and nationally. But the majority of these insti- 
tutions, unless there is a drastic change for the better, 
will continue to make senile recluses out of defeated 
gentlemen and gentlewomen. 
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Primary Future Needs 


Education 


The most vital need of older people today is to have 
the rest of the world take more of an interest in them. 
Society must drop its traditionally cold shoulder atti- 
tude towards the aging. This will take education. 

The new attitude must be realistic enough to dis- 
cover the potential strength and resilience of older 
people, which, given recognition, will outweigh their 
well-known and too easily accepted infirmities. Such 
educational endeavor, to be successful, must call into 
play all educational media and resources at the com- 
mand of the Nation—schools, universities, adult edu- 
cation, and mass media of communication. It will re- 
quire groups of citizens representative of all interests 
in the community, who will address themselves to the 
program of education and of action indicated by the 
assessed needs of their community. 

Education of this kind properly begins in the family 
circle, where young and old must learn to redefine the 
role of the aging in the family itself and in modern 
society. From the hearthside it may spread into the 
broader community—to the schools, business and in- 
dustry, labor unions, social and health agencies and 
professional personnel, real estate and housing inter- 
ests, governmental agencies, and the church. 

The program of education should be directed toward 
the younger generation as well as to older people. The 
foundations for a happy old age can best be laid early 
in life. 

It should aim also at the physician and other pro- 
fessional personnel who need a fuller appreciation of 
the social and health problems inherent in the aging 
of the population. None of this can be accomplished 
without community organization of individual and 
agency resources. 

Research and Experimentation | 

Education of this kind implies experimentation with 
the principle of nondiscrimination on an age basis. 
This must become practice if older people are to retain 
self-respect and maintain mental and emotional health, 

This means a discontinuance of determining em- 
ployment eligibility with chronological age as the solel 
criterion. It means extended research to develop pre- 
cise health measurements for use as tests of capacity 
and performance; these tests must themselves undergo 
adaptation for use with older age groups. It means a 
reexamination of the current rules of eligibility for 
health and social services, including rehabilitation, 


whether for vocational ends or for self-care. It means 


a thorough reorganization of hospital and clinic serv- 
ices. Whether special geriatric services would help may 
depend on the local situation, but the desirability and 
practicality of such services should definitely be ex- 
plored, as several experiences eloquently testify. 

Experience with multiphasic or mass screening tech- 
niques suggests the possibility of applying them to older 
people, with reinterpretation of their purpose and a 
further refinement of methods. Continued experi- 
mentation may lead to a suitable compromise between 
mass screening and complete individual examinations 
by a physician. The aim is to meet the volume de- 
mand for health examinations which is not manage- 
able with present personnel and facilities, while still 
preserving some degree of the patient-doctor relation- 
ship. 

Present physical medicine and rehabilitative serv- 
ices are primarily vocational and therefore not open 
to the older individual. It has been demonstrated that 
_ considerable economy results even when these services 
are directed to self-care for the older person. Experi- 
mentation in removing the age restriction and broaden- 
ing the scope of these services would be of inestimable 
value to older persons, provided social rehabilitation 
accompanies the physical program. 

Research on the mentally ill aging, with special em- 
phasis on the mentally enfeebled and the senile with- 
out psychosis, is definitely in order. Better standards 
must be developed for nursing home and other types 
of nonhospital institutional care, thus making avail- 
able good medical and nursing supervision without 
intensive medical care. 

There is need for experimentation with boarding 
home care for posthospital patients, under the super- 
vision of properly trained personnel, in order to 
prevent unnecessary hospitalization. There should be 
more studies of the epidemiology of mental health to 
evaluate the contribution of organized recreational 
services and adult educational programs in the pre- 
vention or delay of mental deterioration, and to deter- 
mine the factors in family life which obviate hospitali- 
zation and forestall mental illness or abnormal be- 
havior. 

Unremitting community effort toward a more ade- 
quate supply of suitable housing for the elderly would 
obviously pay big dividends both in saving future ex- 
penses and in conserving human welfare through pre- 
venting deterioration, accidents, and unattended ill- 
nesses which result in permanent invalidism. 

If any or all of these items are to be realized, there 
must be more direct training of the professional per- 


sonnel engaged in the treatment of the aging. This 
includes physicians, nurses, social workers, psycholo- 
gists, occupational therapists, vocational guidance 
workers, members of the clergy, and many other pro- 
fessional groups. 


Methods of Financing 


Properly focused research clarifying the problems 
of how to conserve the health of the aging is bound 
to result in a clearer picture of the right way to finance 
this work. It is no use spending a great deal on insti- 
tutional care, if a better and a less expensive way of 
solving the problems can be worked out. 

For those able to work and earn enough to pay for 
their own care, the opportunity to do so is all that is 
needed. But, for most really older people this is un- 
reality. An expansion of the insurance principle may 
be helpful. Because of the lack of funds of most 
aging people, much more public support appears to 
be required for some years ahead—at least until better 
insurance mechanisms are established. 


Prevention 


It may be true that the extent of disease and disa- 
bility among the millions of aging people in this coun- 
try is so great that alleviative and restorative services 
warrant a high priority in the immediate future. They 
may for some time continue to be more pressing than 
preventive services. But no real progress is possible 
without the latter. A fence at the top of the precipice 
is better than a hospital at the bottom. 

Likewise there is no getting away from the conclusion 
that better living conditions in general are going to 
have important reverberations in the situation of the 
aged. Their welfare is tied up with the general welfare. 

Prevention of the aging process is not possible, but in 
the face of every hazard the lifespan has been continu- 
ally lengthened and broadened. People do live longer 
and get more into their life and out of it. No arbitrary 
limits should be put to improvement in this direction. 
Gerontology is among the newest of sciences. The 
opportunities are almost too great for us to compre- 
hend completely at this stage of their development. 

The real measure of the Nation’s health is the degree 
of health attained by each of its people. National 
health is strengthened as people, of all ages and con- 
ditions, are enabled to render the best possible account 
of themselves both in their individual functions as 
human beings and in their various enterprises as citi- 
zens. As this happens, the national health grows in 
solidity and is improved in character. 
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Commission Recommendations 


THAT: 


1. Funds in required amount be specifically ear- 
marked for health services for the aging. Main em- 
phasis should be on diagnostic and other services for 
patients living in their own homes in order that every 
opportunity be utilized to keep the aging people out- 
Studies should be made of the 
use of prepayment methods for health services for the 
aging. 

2. Adequate standards and methods of payment 
using public funds for long-term hospital and affili- 
ated nursing home care be developed. 


side of institutions. 


3. Present discrimination against the aging in reha- 
bilitation and other health services, as well as in other 
aspects of community life, be minimized. 

4. Employment of the aging as long as they desire 
to work and are capable of doing so be considered a 
highly desirable health measure. 

5. That there be community planning by health 
councils and other agencies of well-rounded services 
for the aging, including counselling, education, and 
recreation in addition to specific health services. 

6. Studies be made of the relationship of housing to 
the health and safety of the aging. 

7. Facilities for senile patients be developed so that 
patients suffering from senility alone can be removed 
from hospitals for the mentally ill. 


THE ARMED FORCES 


Military medicine for more than a century and a 
half has provided medical support for our fighting 
forces in peace and war, at home and abroad. Today 
it comprises an up-to-date and comprehensive health 
service administered through the medical departments 
of the Army, Navy, and Air Force. 

Military medicine suggests medical officers and 
“medic” company aides at the firing lines ministering 
to battle casualties and other injured troops. But this 
aspect, though extremely important, is just one of the 
many facets of modern-day military medicine. Pre- 
ventive medicine is increasingly important. World 
War II was the first war in which the number of men 
succumbing to disease was smaller than the number 
killed in battle or dying as a result of wounds. 

Military medicine begins with the selection of per- 
sonnel physically and mentally compatible with mili- 
tary life. The recruit during basic training comes 
under the care of medical and dental services. Here 
he receives inoculations, dental care, and instructions 
in personal hygiene, first-aid, and sanitation. He is 
then examined again for contagious diseases and to 
finally determine his mental and physical acceptability 
for military life. Until separation, the purity and 
potability of the water he drinks and the food he eats, 
his clothing and shelter for protection, his treatment 
and care should he suffer illness or injury, and his 
rehabilitation if he becomes temporarily disabled fall 
in the bailiwick of military medicine. The camp, de- 
tachment, or battalion surgeon, depending on the 
recruit’s assignment, is now his family doctor. 

With all these health responsibilities, military 
medicine must necessarily embrace an up-to-date and 
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comprehensive health service including preventive 
medicine, public health, health education, industrial 
medicine, diagnostic and therapeutic medicine, re- 
habilitation, hospital administration, dentistry, and also 
the training of professional and nonprofessional health 
workers and an active research program. 

In all these fields of medical endeavor, military medi- 
cine has kept abreast of the latest scientific achieve- 
ments, shared in their development and adapted them 
to their most advantageous application. Within the 
Department of Defense there are three separate medi- 
cal establishments headed by the Surgeons General of 
the Army, Navy, and Air Force. They are charged 
with the responsibility of the health of their personnel 
and the direction of the operations in their respective 
services under the broad policies, plans and programs 
which come from the Armed Forces Medical Policy 
Council in the Office of the Secretary of the Depart- 
ment of Defense. 


Military and Civilian Medicine 


Until the time of World War II, the programs of 
military and civilian medicine had operated more or 
less as separate and complete entities within themselves. 
There was little interchange of ideas. During World 
War II, however, about one-third of the actively 
practicing physicians and a correspondingingly sig- 
nificant proportion of other kinds of health personnel 
served a tour of active duty in the Armed Forces and 
became intimately acquainted with military medicine. 
At the same time, an active civilian consultant society 
was established which brought many more health 
workers in closer contact with military medicine. 


Since World War II several civilian groups such as the 
Hoover Commission have surveyed and carefully 
analyzed military medicine. Many of their recom- 
mendations have been adopted. 

As a result the medical care program of the Armed 
Forces has profited. Both the civilian and military 
medicine programs have been quick to recognize the 
advantages of working together. There is hardly a 
problem today, operative or professional, where military 
medicine does not have available and use a group of 
civilian experts to give the benefit of their experience 
and judgment. Military hospitals now participate in 
intern and resident training programs and a very close 
rapport exists between military medicine and the civilian 
professional groups and societies. 

The World War II experience was one of the factors 
contributing to the development of the new and grow- 
ing concept that the health and safety of the nation de- 
mand a careful coordination of military and civilian 
medicine, especially in the apportionment of the essen- 
tial, highly trained health personnel in time of mo- 
bilization. During the Korean conflict, for the first 
time, the demands of the civilian and military popula- 
tions upon our health resources, including personnel, 
are being coordinated. This is being done by the Health 
Resources Advisory Committee in the Office of Defense 
Mobilization which works very closely with the Armed 
Forces Medical Policy Council. Both groups review the 
requirements of the Armed Forces for health personnel. 

In the case of physicians, the Department of Defense 
has made remarkable strides forward in improved uti- 
lization. Compared to a staffing level of more than 6 
physicians for every 1,000 troops during and immedi- 
ately after World War II, the Armed Forces today use 
less than 4 physicians for every 1,000 men in uniform. 
Despite this reduction, the health care of our fighting 
forces is at an all-time high; in Korea, the death rate of 
the wounded has been reduced to just about one-half 
that of World War II. 

For this improved utilization, military medicine cer- 
tainly deserves the commendation of not only the medi- 
cal profession, but also the general public which has 
benefited ultimately by having the services of physi- 
cians who would have otherwise been in the Armed 
Forces. The reduction in requirements was made 
possible through better planning, unification of serv- 
ices, elimination of duplication and improvements in 
many other aspects of physician utilization. 


Personnel Requirements 


Military medicine in common with other military 
activities must be at all times capable of expanding or 


retracting its personnel, facilities, and programs to keep 
pace with the sudden and sharp fluctuations in the size 
of the Armed Forces in peace and war and mobilization. 

At one time during World War II there were more 
than 12 million men in uniform. With demobilization 
the size of the Armed Forces was reduced to less than 
1.5 million men and now, since the outbreak of hostil- 
ities in Korea, there are 3.7 million men in uniform. 
Besides the total size of the Armed Forces, there are 
these considerations in determining staffing levels of the 
Armed Forces: (a) whether the troops are engaged in 
combat, occupation, or peacetime defense; (b) the 
numbers of troops overseas and their climatic and sani- 
tary environments; (c) the extent of troop dispersion; 
and, (d) research, training, and other related 
requirements. 

At the end of World War II there were on active duty 
some 55,000 physicians, 24,000 dentists, and 65,000 
nurses—roughly 30 percent of all active nurses, 37 per- 
cent of all active dentists, and about 33 percent of all 
active physicians. 

By the time the Korean conflict began, the total health 
personnel active-duty strength had been tapered to 
78,000 and the distribution as of June 30, 1950, is 


shown below: 
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At present, the Armed Forces have the services of 
almost 14,000 physicians, 7,000 dentists, and 12,000 


nurses. 


Drafting the Professions 


In the mobilization of men and materials which fol- 
lowed the outbreak of hostilities in Korea, the over-all 
strength of the Armed Forces was increased from 1.5 
million to 3.7 million men and the build-up of most 
categories of health personnel proportionately paral- 
leled the over-all expansion in military strength. But 
at the outset, it became evident that voluntary procure- 
ment of physicians, dentists, and veterinarians would 
fall short of meeting the needs of the Armed Forces 
even though physicians and dentists in military service 
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were receiving an “incentive pay” of $100 monthly over 
and above the pay of officers in other professional cate- 
gories with the same rank. 

The failure of a “moral-suasion” program led to Pub- 
lic Law 779 which became effective in October 1950. 
It called for the registration with the Selective Service 
System of all male physicians, dentists, and veterina- 
rians under 50 years of age who were not members of 
Reserve components of the Armed Forces. Registrants 
are classified in one of four priority groups. 

The first two priorities, the first men liable for a 
tour of military service, are those trained as physicians, 
dentists, or veterinarians during World War II under 
Government auspices through the ASTP or V—12 pro- 
grams or men occupationally deferred for the purpose 
of pursuing their training in these professional areas. 
Men in Priority I have had less than 90 days of active 
military duty subsequent to their training and those in 
Priority II have had more than 90 days but less than 21 
months. When the supplies of Priority I and II men 
are exhausted, men in Priority III become liable. Men 
in Priority III have had no previous miiltary service. 
The next liable priority group, Priority IV, consists 
of veterans of military service except those in Priorities 
I and I. 

Most Priority I and II physicians were graduated 
from medical school during 1947-49 and most Priority 
IV men were medical-school graduates before 1947 or 
during 1950-52. In 1953 and in subsequent years the 
graduating classes will be increasingly made up of Pri- 
ority III men, those with no previous military service. 

Public Law 779 expires in 1953. Since less than 
4,000 of the almost 14,000 physicians now serving in 
the Armed Forces are in the Regular Corps, there will 
be under present utilization patterns a deficit in physi- 
cians for the Armed Forces without some special draft 
legislation in addition to the general draft law. The 
numbers of physicians deferred to complete medical 
school under the general draft law through July 1957 
will meet only about one-half of the Armed Forces’ 
needs for medical officers if present utilization patterns 
and the present size of the Armed Forces are 
maintained. 

Voluntary procurement has failed for a variety of 
reasons, including the fact that the financial remunera- 
tion is considerably lower than that earned by civilian 
physicians. Dissatisfaction with a career in military 
medicine has been expressed by young physicians after 
being discharged following World War II due to differ- 
ences in promotion policies among the three services, 
the tendency to use time in rank rather than merit as a 
determinant in choosing men for positions of leader- 
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ship, the utilization of physicians for nonmedical duties 
and the failure of some commands to properly rotate 
medical officers through undesirable or uninteresting 
tours of duty, such as physical examinations. 


Dependent Care 


Cooperative efforts are now being made by the mili- 
tary forces, other government agencies and professional 
associations to secure an appropriate revision of Public 
Law 779. In this connection the medical and dental 
professions have criticized the dependent care program 
of the Armed Forces, since physicians are now being 
drafted from a civilian economy in short supply to 
care for the civilian dependents of members of the 
Armed Forces. If the care of this group of patients is 
returned to civilian physicians, they point out, the num- 
ber required for military medicine would be somewhat 
less. Improved utilization and the use of part-time 
civilian physicians, older medical men and a stepped- 
up voluntary recruitment program have also been sug- 
gested to reduce the need for a draft. 

The medical and dental care of dependents by mili- 
tary medical departments has grown more through cus- 
tom and evolution than as a result of any clear-cut 
policy. During World War II, the scarcity of civilian 
physicians and the great numbers of military depend- 
ents contributed significantly toward the custom of car- 
ing for dependents in military hospitals and outpatient 
facilities. There is, however, tacit Congressional au- 
thority for dependent care through the approval of the 
annual budgets containing funds for dependent care. 
As early as 1884, Congress gave recognition to the cus- 
tom of caring for dependents and gave legal authority 
as follows: “* * * The medical officers of the 
Army and contract surgeons shall, whenever practicable, 
attend the families of the officers and soldiers free of 
charge * * *” (July 5, 1884, C217, 23 Stat. 112). 

The Armed Forces believe that the dependent care 
program is essential from a morale standpoint, since 
military personnel have long considered dependent 
care a part of their pay and allowances, and since posts 
and stations are frequently so isolated that professional 
care outside the military establishment is not available. 

The Department of Defense has estimated that the 
hospital care of nonmilitary personnel, including de- 
pendents, in the Army hospitals requires about 
ten percent of their total resources. Recent patient- 
load figures for the Army and the Navy show that in 
both systems of hospitals dependents represent about 
nine percent of the daily-average census. In the Navy 
hospitals, dependents represent about 32 percent of the 
total hospital inpatient admissions. 


Beneficiaries of Military Medicine 


All active duty personnel are entitled to health serv- 
ices of the military. Various other classes of persons 
are eligible for care and treatment if personnel and 
facilities are available in excess of those needed by 
active duty personnel. The “eligibles,” or “super- 
numeraries,” include dependents of active duty person- 
nel, certain retired personnel and beneficiaries of other 
Federal health services. In overseas areas where ade- 
quate civilian medical personnel are not available, civil- 
ian employees and their dependents are cared for in 
Armed Forces facilities. 


Facilities 


The hospital plant of military medicine must 
necessarily be extremely flexible in its capacity. At one 
time during World War II, a total of 500,000 patients 
were hospitalized inside and outside this country in 
Army hospitals—a census 6 percent larger than the 
daily-average inpatient census for all general hospitals 
in the United States last year. 

In continental United States, there are three main 
categories of treatment facilities: hospitals which pro- 
vide relatively complete diagnostic and therapeutic 
service; infirmaries which provide beds and treatment 
for patients from a local military installation with rel- 
atively minor illnesses or injuries; and dispensaries 
which provide only outpatient service. In general, dis- 
pensaries and infirmaries are integrated with the hos- 
pital system to allow the transfer of patients. 

Overseas, the facilities are similar, except that pa- 
tients requiring prolonged treatment are transferred to 
the United States. Normally a patient is transferred as 
soon as his condition permits, and the current practice 
is to use air transportation. To meet the needs of its 
fleets and to support amphibious operations, the Navy 
operates hospital ships with a capacity of 800 beds each. 
The three hospital ships operating in Korea by Febru- 
ary 1952 had hospitalized approximately 25 percent of 
our casualties and an additional number of foreign 
troops. Air transport has not yet eliminated the need 
for hospital ships and they are, in fact, equipped with 
landing platforms for helicopters. 

Between the close of World War II and the outbreak 
in Korea, the complement of military hospital beds was 
sharply reduced. At the same time the Veterans Ad- 
ministration construction program got under way and 
during this expansion many veterans were cared for 
in military hospitals on a reimbursable basis. The 


number of beds occupied by veterans has steadily de- 
clined as their new hospitals have been placed in opera- 
tion. 

Just before the Korean conflict, the Armed Forces 
had 280 in-patient treatment facilities, including 80 
located in overseas theaters, with an operating bed ca- 
pacity of about 51,000 beds. One year later this ca- 
pacity was increased to more than 100,000 beds. Dur- 
ing the year before Korea, the daily average census 
averaged 37,000 inpatients and during the first year of 
Korean fighting it averaged about 60,000 inpatients. 

Although there is no shortage of military hospital 
beds, many of them, particularly those operated by the 
Air Force, are in the wooden cantonment type of 
hospital which were built during World War Il. A 
hospital replacement program is being planned which 
will include both permanent and temporary construc- 
tion and allow for at least a doubling of normal bed 
capacity in time of need. 


Unification 


The additional administrative problems involved in 
the establishment and operation of one medical service 
instead of the present three, the Army, Navy and Air 
Force, have led the Department of Defense to believe 
that such a consolidation would not improve the quality 
or quantity of medical support to the Armed Forces. 
Many unification measures recommended by several ap- 
pointed civilian groups following World War II, how- 
ever, have been put into operation. 

The Secretary of Defense has established the policy 
that any member of the Army, Navy or Air Force may 
be admitted to the nearest military hospital regardless 
of which service operates it. Procurement activities 
for medical supplies and equipment for all three serv- 
ices are consolidated in one agency and tests are pres- 
ently being conducted to determine whether it is feasible 
to have one storage and issue activity. Joint utilization 
of facilities is also practiced in some areas. For ex- 
ample, the Army operates the only Federal hospital in 
Hawaii, the Navy hospital serves all military personnel 
on Guam and in Alaska the Air Force has primary cog- 
nizance and responsibility. There are, however, still 
some areas where duplication exists. 


Other Medical Services 


Preventive Medicine 


Military medicine depends extensively on its active 
and well-organized program of preventive medicine to 
keep our Armed Forces in a state of peak fighting effi- 
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ciency. At the turn of the century, the Navy estab- 
lished the first military school of preventive medicine. 
Civilian recognition in medical schools has proceeded 
at a slower pace; in 1945 there were still some medical 
schools that did not consider preventive medicine im- 
portant enough to include anywhere in their curricula. 

At least one factor behind the whole-hearted and 
enthusiastic acceptance of preventive medicine as an 
integral component of military medicine is the obvious 
results and demonstrable dividends that a relatively 
small investment in preventive medicine can pay. For 
example, routine X-ray in the recruit was a factor in 
reduction of the incidence of active tuberculosis 
from 12 per 1,000 in Werld War I to 1.2 in World 
War II. There were only 12 cases of tetanus during 
World War II in an inoculated army of 8 million men. 
The compulsory use of typhoid and para-typhoid vac- 
cine has virtually eliminated typhoid fever which once 
devastated all armies. 

In addition to the entrance physical examinations 
given each new soldier, sailor and airman, the military 
services conduct periodic physical examinations 
throughout the military career of members of the 
Armed Forces. 

The civilian population has shared in many of the 
benefits of preventive medicine developments under 
military medicine. The Typhus Commission, for ex- 
ample, in conjunction with the Department of Agri- 
culture developed DDT as a dusting powder. Darnall 
developed and demonstrated the use of chlorine gas in 
the sterilization of water and it now is used universally 


In 1944, the Army Epi- 


demiological Board developed a vaccine against the 


in municipal water systems. 


flu and it is now manufactured, procured and trans- 
ported on a world-wide basis. 

A bullet-resistant lightweight jacket is one of the 
most recent preventive military medicine developments. 
But there are still many areas for new work and de- 
velopments in the field of military preventive medicine; 
still among the unsolved problems are malaria, Japa- 
nese B encephalitis and acute hemorrhagic fever. 

All meat and dairy products used by the Armed 
Forces are inspected by the Veterinary Corps. Other 
military medicine representatives give advice on proper 
clothing for thermal conditions in the various theatres 
for the prevention of insect-borne disease and for the 
protection against gas and atomic warfare. Sanitary 
engineers conduct repeated inspections of camps, posts 
and stations to insure that unsanitary conditions and 
the threats of insect-borne diseases are eliminated. 
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Rehabilitation 


Military medicine has played a highly important 
role in the development of rehabilitation and much of 
today’s knowledge and technical skill stem from the 
early work in this field carried on in military hospitals 
during World War II. At that time, before the en- 
larged Veterans Administration program came into 
being, no patient was discharged into civilian life until 
he had reached maximum hospital improvement, except 
the tubercular and psychotic. After the surgery of an 
amputee, he was properly fitted with a prosthesis and 
not discharged until he became proficient in its use. 
The early contributions of military medicine to the 
rehabilitation of the blind, the paraplegic, and the deaf 
and in plastic surgery and surgery of the hand have 
been outstanding. 

At present, the most highly trained personnel and the 
best possible equipment and facilities for rehabilitative 
work are concentrated in the Veterans Administration. 
Military patients who obviously will never return to 
active duty are now transferred to the Veterans Admin- 
istration Rehabilitation Centers where they can obtain 
the very best in care available today. 

Within the military medicine program, however, the 
emphasis today is to get as great a number of amputees 
and other handicapped persons as possible back to ac- 
tive duty. About 15 percent of the amputees who are 
Korean casualties are going to return to duty. Conse- 
quently, there is still an active rehabilitation program in 
operation in the military services. 


Training 


For the most effective support of the Armed Forces, 
military medicine must necessarily maintain active and 
intensive short-term and long-range training programs 
for health personnel. The short-term training pro- 
grams and educational courses are offered primarily 
for the professional and technical workers who are 
only members of the military forces for a limited period 
of time, usually a 24-month tour of duty. Long-range 
courses of study are made available for personnel mak- 
ing a career of military medicine. 

Besides in-service training, there are basic and ad- 
vanced courses of training in sanitation, administra- 
tion, nursing care and almost all other aspects of mili- 
tary medicine as well as graduate schools offering 
courses of study in preventive medicine, tropical medi- 
cine, and other military and civilian specialties. In 
some fields, aviation medicine for example, the Air 
Force and Navy must rely on their own resources for 


all training, since there are no civilian schools of avia- 
tion medicine. 

Since 1947, military hospitals have been accredited 
for medical and dental intern and residency training. 
During the 1952-53 training year, there were 400 med- 
ical interns and more than 700 medical residents. 
Approximately 100 dentists were engaged in intern 
and residency training at military hospitals. In ad- 
dition, some physicians are taking training in resi- 
dencies at civilian institutions. 


Research 


Military medicine undertakes some research, pri- 
marily in the realms of diseases and injuries which par- 
ticularly affect the Armed Forces such as epidemic 
hepatitis, certain tropical diseases, aviation medicine, 
submarine medicine, and other similar areas. About 
one-half of the research of military medicine is done 
on contract in civilian universities and medical centers 
and about one-half is done within the hospitals and 
laboratories of the three medical services. 

Under military medicine auspices, the vector of yel- 
low fever was discovered and since then, a vaccine has 
been developed to give absolute protection against this 
dread disease. Atabrine has been proven a malaria 
suppressive when properly administered and it has les- 
sened the death rate since it both suppresses and cures 
the malignant form of malaria. Since World War II, 
a new and better drug has been developed. Vaccines 
have also been developed and used to give active im- 
munity to cholera and plague. Military medicine 
played a large part, along with the National Research 
Council, in developing whole blood, plasma and blood 
derivatives which have revolutionized the treatment of 


trauma and helped in the control of certain diseases. 
It also played an important role in the early develop- 
ment and manufacture of penicillin, the sulfa drugs and 
other antibiotics. 


Commission Recommendations 


THAT: 


1. The problem of health personnel for the military 
forces be made the subject of further and continuous 
study by such agencies as the Health Resources Ad- 
visory Committee. 

2. The question of proper utilization of military 
medical personnel be given the closest attention by 
military authorities in order to eliminate needless de- 
mands and the waste of valuable personnel. 

3. A clear-cut policy be made by law concerning 
the care of military dependents. If it is decided that 
these military dependents are a proper charge of the 
government, the desirable solution would be provision 
of prepaid health service policies for medical care 
which would be provided by local private physicians. 

4. A revision of Public Law 779 in order to pro- 
vide more equitable drafting of physicians, dentists, 
and veterinarians should be enacted by Congress after 
consultation with the military, with representatives of 
the professions and with educational authorities. We 
do not believe it just to draft physicians from civilian 
practice who then treat civilians under the auspices 
of the military, nor is it proper to jeopardize our fu- 
ture supply of health professionals. 

5. Unification, particularly in the use of hospital 
facilities and scarce personnel, be further developed 
and extended to include the administrative organiza- 
tion for health within the Defense establishment. 
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VETERANS AND OTHER FEDERAL BENEFICIARIES 


Historical Development 


Public responsibility for the health care of veterans 
and other classes of Federal beneficiaries has a long 
history in this country. The Pilgrims in 1636 enacted 
in their court “if any man shalbee sent forth as a 
souldier and shall return maimed hee shalbee main- 
tained competently by the Collonie during his life.” 

Subsequently, pension laws for the relief of maimed 
and disabled soldiers were enacted by the Massachusetts 
Bay Colony, Maryland, New York, Rhode Island, Vir- 
ginia, and Pennsylvania. In addition, a resolution 
promising pensions to soldiers and seamen who might be 
disabled in the Revolutionary War was passed by the 
Continental Congress soon after the signing of the 
Declaration of Independence. 

These general provisions were followed in 1798 by 
the establishment of the Marine Hospital Service for 
“the relief of sick and disabled seamen,” which pro- 
vided that hospitals be bought or erected, if advisable, 
to provide for the treatment of seamen. 

From these beginnings, the Federal role in health 
care has grown progressively through the years until 
today the Federal Government assumes varying de- 
grees of responsibility for the provision of medical 
treatment or examination to about 22 million benefi- 
ciaries, exclusive of those in the Armed Forces; this 
amounts to about one-sixth of the entire popula- 
tion of the country. To meet this responsibility, it 
operates about 390 medical institutions, containing 
some 217,000 beds. 

Some seven major agencies of Government are con- 
cerned with the spending of approximately one and 
one-quarter billions of dollars annually for health serv- 
ices. The Federal Government participates actively in 
the medical sciences in the fields of public health, pre- 
ventive medicine, research and education, and the 
provision of direct medical care to individuals. It is 
this latter activity which is the primary concern of this 
discussion. The major groups to whom medical care 
is furnished include veterans of the Armed Forces, sea- 
men, Indians, Federal employees injured in line of 
duty, officers and enlisted men of the United States 
Coast Guard, officers and members of the crews of 
vessels of the Coast and Geodetic Survey, immigrants 
who are detained at the request of the Immigration and 
Naturalization Service, cadets of State Maritime acad- 
emies and State training ships, indigent mental patients 
who are residents of the District of Columbia, foreign 
service employees of the State Department. Others are 
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eligible by virtue of the types of diseases they con- 
tract—narcotic addicts and patients with leprosy, for 
instance. Then there are beneficiaries of other pro- 
grams in Government, such as the Office of Vocational 
Rehabilitation, and, of course, those unwilling bene- 
ficiaries of the Bureau of Prisons. 


Principal Government Health Agencies 


The three most important civilian medical care 
programs of the Federal Government are operated by 
the following agencies: 

(1) The Veterans Administration, which is by far 
the largest, providing medical care benefits to veterans 
with present annual costs of approximately $700 
million a year. 

(2) The Public Health Service, oldest of the three, 
which in addition to its direct medical care activities, 
conducts and supports extensive research programs, 
and has broad responsibilities in the field of public 
health. Its medical care program costs almost $40 
million a year. 

(3) The Medical Service of the Bureau of Indian 
Affairs, which is responsible for the health of approxi- 
mately 400,000 Indians, residing on reservations or 
otherwise having eligibility by virtue of treaties made 
at various times between this country and the tribes 
concerned, with a cost of approximately $21 million 
a year. 


Veterans Administration 


The program of the Veterans’ Administration was 
first limited to those veterans who were eligible for 
domicile or home care, a benefit which began in 1811. 
In 1917 there was enacted the first Federal legislation 
to provide veterans with purely medical benefits. 
Medical and hospital services were made available for 
World War I veterans with disabilities or injuries in or 
aggravated by military service. This care was provided 
through the hospitals then being operated by the Pub- 
lic Health Service. This was continued until 1922, 
when the Veterans Bureau was established with hospi- 
tals and dispensaries transferred from the Public 
Health Service to the new agency. Also in 1922, the 
first legislation which extended the services of the Vet- 
erans Bureau to veterans with disabilities other than 
those incurred in service was passed; specifically for 
veterans with neuropsychiatric or tubercular disabilities 


who had served prior to World War I. 


Public Health Service 


As previously mentioned, the oldest venture of the 
Federal Government in the field of medical care was 
the establishment of a program for the care of sick and 
disabled seamen, in accordance with an act of Congress 
passed in 1798. This law provided that the costs of 
medical care were to be borne by the seamen bene- 
ficiaries through a levy of 20 cents per sailor per 
month deducted from their wages by the master of 
each vessel engaged in foreign or coastwise trade. 
These deductions were paid into the Treasury of the 
United States and were expended by the President to 
furnish medical care for seamen in private hospitals 
or other institutions into the ports of the United States. 
Federal hospitals for this purpose were to be acquired 
or constructed with the unexpended balances of this 
tax. 

In 1884, this wage tax was abolished. The cost of 
providing medical care to seamen was then paid out 
of the proceeds of a tonnage tax. This method of 
financing continued until 1905 at which time the ton- 
nage tax was turned into general government income 
and the care of seamen was supported through direct 
appropriations by the Congress. 

Medical care for seamen was provided through “Ma- 
rine Hospitals” established in the major ports of the 
Nation or through private physicians and hospitals 
serving under contract to the Government. This pro- 
gram was administered by the United States Marine 
Hospital Service as a constituent of the Treasury De- 
partment. As the country developed and with the 
ereat progress in the fields of epidemiology, sanitation, 
and preventive medicine, additional duties of a public 
health nature were gradually imposed on the Marine 
Hospital Service. In 1902, its name was changed to 
the United States Public Health and Marine Hospital 
Service. Ten years later it was renamed the United 
States Public Health Service. In 1935, the Service 
was transferred to the Federal Security Agency. 


Care of Indians 


The medical care program of the Bureau of Indian 
Affairs, started in 1849, has grown until at the present 
time there are 61 hospitals, with about 3,800 beds. The 
program of the Indian Service is probably the most 
comprehensive in its basic concept, although the most 
poorly supported for many years by Congress. Theo- 
retically at least, the Indian, remaining on the reserva- 
tion, is entitled to medical care from the “cradle to the 
grave” and to all phases of a well-rounded medical 
program. In actual practice, however, the quality and 


quantity of medical care he receives varies for many 
reasons, some of which have to do with the availability 
of funds for carrying out the program, the willingness 
of the tribe to accept certain services, the ability of the 
Indian Service to provide staff to carry out these pro- 
grams, and the accessibility of such care to Indians 
living in remote areas. 


Health Program of Veterans 
Administration 


The Veterans Administration has been the most lib- 
erally supported of all the agencies, and has responsi- 
bility for the largest element of the population to which 
the Federal Government has agreed to provide care, 
yet it has two major limitations in its ability to pro- 
vide comprehensive medical services. The legislation 
authorizing the Veterans Administration to engage in 
health services confines it to the treatment of active 
diseases, and does not permit it to engage in preventive 
health services. The same legislative language bars 
the Veterans Administration from a well-rounded pro- 
gram in rehabilitation. Further, a Veterans Admin- 
istration beneficiary does not gain service-connection 
and therefore eligibility as an individual, but rather 
gains eligibility for a specific disability, which is adjudi- 
cated as service-connected. 

A Veterans Administration patient can be hospital- 
ized for nonservice-connected conditions only after 
jumping two hurdles: he is admitted only if a bed is 
available and he states that he cannot afford the cost 
of such care. Treatment for a nonservice-connected 
illness cannot be given on an out-patient basis. 

It has been widely suggested that this legislation 
should be revised to define more clearly the responsi- 
bility of the Government in treating nonservice-con- 
nected cases. There is at present no law to which any- 
one can appeal to determine exactly the medical services 
for which the Veterans Administration is responsible. 

There are other factors which make it difficult for 
the Veterans Administration to give comprehensive 
medical care. One is the matter of physical capacity. 
It would take an expansion of at least three or four 
times the present capacity to hospitalize all veterans 
who must enter hospitals each year. The following 
figures illustrate this problem. There are 20 million 
veterans at the present time in the country, and that 
number will probably go up as high as 25 million. 
Roughly, 1 out of 10 persons is hospitalized a year, 
so that at the present time there are approximately 
2 million veterans hospitalized each year. The vet- 
erans’ hospitals handled about one-half million hospi- 
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tal admissions last year, about 20 percent of all vet- 
erans who were hospitalized. This leaves a large num- 
ber which the Veterans Administration could not handle 
with its present facilities. 

Further, there are not equal facilities available to 
all veterans. Ideally, each veteran should have an 
equal opportunity for treatment, with facilities of equal 
quality. But there is inequality in this respect. In 
Chicago, for instance, there are many hospitals, right 
on the doorsteps of the veteran. But in Arizona, or 
Kansas, the veteran may be 100 or 200 miles away 
from the Veterans Administration hospital. This 
question of availability of care is one which should be 
more clearly defined in looking toward comprehensive 
medical care. 


Eligible Veterans 


Medical care is provided by the Veterans Adminis- 
tration through the Department of Medicine and Sur- 
gery, which was created in 1946 as a result of a reorgan- 
ization to perform functions defined by statute as those 
“necessary for complete medical and hospital service 
for the medical care and treatment of veterans.” Ac- 
cording to present statutes and regulations, veterans 
who are eligible for health benefits are classified ac- 
cording to the following criteria: 

(1) Those who have had war service and those who 
have not had war service; and 

(2) Those with service-connected disabilities, and 
those with nonservice-connected disabilities. 

War veterans, if discharged or separated under con- 
ditions other than dishonorable, are entitled to Veter- 
ans Administration hospital treatment under the 
following priority system: 

(1) Emergency cases. 

(2) Those suffering from injuries or diseases in- 
curred or aggravated in line of duty during wartime 
service. 

(3) Those who state under oath that they are unable 
to pay the hospital charges for treatment of non- 
service-connected disabilities or illnesses. These vet- 
erans, if not in the emergency category, must wait until 
a bed becomes available. 

In addition, the Veterans Administration provided 
domiciliary care, which is designed to provide a home 
for those veterans who have a chronic condition. 


Facilities 


The Veterans Administration is operating 157 hos- 
pitals, and 159 outpatient facilities, and 16 domiciliary 
homes. The hospitals include 85 general medical and 
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surgical hospitals, 35 neuropsychiatric, and 20 
tuberculosis hospitals, with an operating capacity of 
108,358 beds. Approximately 10,000 additional beds 
are authorized but unavailable for use; approximately 
40 percent because of lack of personnel, the rest because 
of building alterations and other reasons. In addi- 
tion to the beds used in its own hospitals, the Veterans 
Administration uses about 12,500 beds in non-VA 
hospitals. Under the authorized hospital construction 
program, the Veterans Administration will operate, 
upon the completion of new facilities and additions_to 
existing facilities, 175 hospitals with an authorized 


capacity of 131,400 beds. 


Table 10.—Hospitals of the Veterans Administration by 
size, type, and capacity, November 1952 
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Source: Veterans Administration. 


The 159 outpatient facilities are located in VA 
regional offices, regional office-hospital centers, and 
smaller VA offices. Their services are available to 
service-connected cases, to disabled veterans pursuing 
a course of vocational training who need care to avoid 
interruption of such training, and to pensioners of 
nations allied with the United States in World War I 
and World War II. The program includes the follow- 


ing clinics: general medical, general surgical, dental, 


nutrition, social service, prosthetic and sensory aids, 
and pharmacy. 

The 16 domiciliary homes with 17,630 beds, include 
13 attached to VA hospitals and 3 separate institutions. 
The program is designed to provide care to veterans 
who are unable to maintain themselves. Over 90 per- 
cent of the domiciliary residents are veterans of World 
War I and earlier periods of military service. 

The Veterans Administration uses facilities outside 
its own system of hospitals, clinics, and domiciliaries. 
In 1950 it contracted for the use of more than 12,000 
beds in other hospitals, administered Federal grants 
to State soldiers’ homes that made available 7,437 
man-years of care to veterans eligible for VA domi- 
ciliary care or hospital treatment, and operated exten- 
sive “home-town” programs for veterans who could 
not be treated conveniently at VA clinics. The majority 
of the contract beds used were in hospitals operated by 
the Armed Forces and the United States Public Health 
Service. Approximately 100,000 physicians in 38 
States and Territories and 58,000 dentists in all States 
and Territories provided services on a fee basis in 
the VA “home-town” programs. A ‘“home-town” 
pharmacy program was available in most States. 

Requirements for admission for domiciliary care 

are essentially the same as for hospital treatment. 

Out-patient medical care is available for veterans in 
need of treatment for service-connected disabilities. 
Out-patient dental care is provided when the condition 
has been incurred in or made worse by the veterans’ 
wartime service. A peacetime veteran may be entitled 
to hospitalization, out-patient medical and dental treat- 
ment if he was discharged under other than dishon- 
orable conditions for a disability incurred in line of 
duty or if he is receiving compensation for a service- 
connected or service-aggravated disability. He may 
also be entitled to domiciliary care if he meets the above 
eligibility requirements and is incapacitated from 
earning a living and has not adequate means of support. 


Medical Personnel 


The number of full-time and part-time VA personnel 

at the end of the fiscal year 1950 was 188,392. Ex- 

pressed in terms of full-time equivalents, the number 
was 183,629, of whom 65 percent were employed in 

medical, hospital, and domiciliary programs. The 

119,018 employees in medical, hospital, and domi- 

ciliary programs included 89,898 employees who were 

classified as medical personnel, and 29,120 employees 

who were staff members from other organizational 

elements, such as special services, construction, supply, 


real estate, finance, and personnel. Over 80 percent 
of the personnel in medical hospital and domiciliary 
programs worked in in-patient programs. 

In addition to the full-time and part-time physicians, 
dentists, and nurses who served on a salary basis, an 
average of 4,983 professional personnel rendered serv- 
ices on an irregularly scheduled tour of duty on a free 
basis. These included an average of 2,730 consultants, 
1,975 attending physicians, and 277 other personnel. 
Among the part-time salaried physicians and the fee- 
for-service physicians on irregularly scheduled tours, 
there were 4,944 specialists. These specialists were 
recommended for appointment by committees of deans 
of the medical schools in the vicinity of VA hospitals 
to assist the full-time staff, to supervise the medical 
treatment, and to direct the training of the physicians 
in the residency training program. 

The Veterans Administration sponsors training pro- 
grams for all types of health personnel. Nearly 2,500 
physicians received residency training in 20 specialties 
at 66 VA hospitals and 16 VA mental hygiene clinics. 
An internship program at 11 VA teaching hospitals, in 
cooperation with 10 medical schools, was placed in 
operation during the year. The training program for 
approximately 420 residents in psychiatry and 45 resi- 
dents in neurology was the largest of its kind in the 
country. In the field of tuberculosis 58 VA chest 
physicians attended postgraduate courses sponsored by 
the American Trudeau Society and the American Col- 
lege of Chest Physicians. 

Affiliated training programs for about 1,200 student 
nurses were available in 12 hospitals. Five additional 
programs, three in psychiotric nursing and two in 
tuberculosis nursing, were approved during the year. 

Clinical training programs in occupational therapy, 
physical therapy, and audiology and speech correction 
were made available to 105 students from 19 schools 
of occupational therapy, 350 physical therapy students, 
and 10 audiology and speech correction students from 
6 colleges and universities. 

Of the 237 social-work students training in VA hos- 
pitals and regional offices during the year, 170 were 
assigned in the psychiatric field and 67 in the medical 
field. The professional staff of social workers num- 
bered more than 1,300. 

Veterans Administration dietetic training centers 
had graduated 259 interns by the end of 1950; about 70 
percent of the graduates were appointed to positions in 
VA hospitals. 

During the fiscal year 1950, VA and non-VA 
hospital in-patient facilities were used to care for an 
average daily patient load of 107,608 veterans, 51 per- 
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cent of whom were neuropsychiatric patients; 35 per- 
cent, general medical and surgical; and 14 percent, 
tuberculosis patients. 

The mean length of stay for all discharged patients 
as a group during the calendar year 1949 was 50 days; 
the median length of stay was 17 days. The mean 
length of stay is heavily influenced by a small number 
of patients who had long periods of hospitalization. 
The average monthly turnover rate was 46 percent, the 
highest rate (113 percent) in the general medical and 
surgical group, the lowest (4 percent) in the psychotic 
group. The mental patients who were psychotic made 
up nearly half the average daily in-patient load during 
the year. Of all psychotic veterans of World War I 
and earlier periods of service who were in VA hospitals 
on January 31, 1950, 14 percent had already spent more 
than 20 years in VA hospitals; 50 percent, more than 
10 years; and 69 percent, over 5 years. As of the 
same date, 42 percent of all psychotic veterans of 
World War II had been hospitalized more than 3 years. 

The ten leading diagnostic categories among VA 
patients discharged from VA and non-VA hospitals 
during calendar year 1949 were: arthritis and rheu- 
matism, psychoneurotic disorders, arteriosclerotic and 
degenerative heart diseases, hypertensive diseases, 
hernia of abdominal cavity, tuberculosis, ulcers, be- 
nign and unspecified neoplasms, hemorrhoids, and 
malignant neoplasms. 

During the fiscal year one-third of the average daily 
hospital load consisted of veterans requiring treatment 
for service-connected disabilities, and two-thirds vet- 
erans receiving treatment for non-service-connected dis- 
abilities. Of the non-service-connected cases, more 
than half had relatively long-term disabilities, such as 
tuberculosis, mental disorders, and other chronic 
disabling illnesses. The Veterans Administration esti- 
mates that “considerably less than one-third of all 
patients hospitalized by the Veterans Administration 
on June 30, 1950, were veterans with non-service- 
connected disabilities which do not generally require 
care at public expense.” 

The 16 VA domiciliary homes had 16,694 veterans 
remaining at the end of the fiscal year 1950. An addi- 
tional 7,437 veterans eligible for domiciliary care were 
in State soldiers’ homes. More than 90 percent of the 
veterans in VA domiciliary homes were veterans of 
World War I and earlier periods of military service. 

In the medical out-patient program during the fiscal 
year, nearly 5.4 million medical treatments were given 
to nearly 1.8 million veterans, and more than 6 million 
medical examinations to more than 2 million veterans. 
In the dental out-patient program, 430,065 veterans 
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completed their dental treatment, and 527,487 other 
veterans were given examinations. Of the medical 
out-patients treated, 40 percent were treated by 
private physicians under the “home-town” medical 
program, and of the out-patients examined, 15 percent 
were examined under the “home-town” program. 
“Home-town” dentists treated 80 percent of the vet- 
erans who completed their dental treatments during the 
year, and examined 39 percent of the veterans who 
completed examinations. 

The out-patient service is the screening ground for 
the evaluation of disability and for the admission of 
patients to hospitals. If possible a patient is treated 
on an out-patient rather than on an in-patient basis. 
An estimated one in four patients treated in mental 
hygiene clinics, for example, would require hospitali- 
zation if out-patient facilities were not available. In 
1950 a monthly average of 11,704 mental patients re- 
ceived treatments in VA clinics, and private psychi- 
atrists on a fee basis provided treatments to a monthly 
average of 10,109 patients. These services helped to 
prevent placing an additional burden on the VA psy- 
chiatric hospitals, which were operated at more than 
95 percent of capacity during the year. 


Problems in the Provision of Medical Care 


Factors contributing to the quality of medical care 
in veterans’ hospitals have been the alliance with medi- 
cal schools and with the civilian medical profession 
through the use of outstanding men in many com- 
munities as consultants and attending physicians. The 
more isolated hospitals, those which are difficult to 
staff and those which are located in communities which 
do not have the highly qualified men to serve as con- 
sultants and attendants, obviously have more serious 
problems than those more. favorably situated. 

The Veterans Administration has many problems 
to face in handling a program of such tremendous 
proportions. 

The length of stay in Veterans Administration hos- 
pitals is greater than that in non-Federal private hos- 
pitals as the result of (a) differences in the functions 
of the hospital; (b) differences in the characteristics 
of patients treated; (c) differences in the amount of 
medical knowledge concerning the patient at the time 
he is admitted; and (d) differences in the abilities of 
the hospitals to follow-up patients after, or during, 
convalescence. 

The non-Federal private hospital is established to 
provide in-patient medical care to .a population which 
in general has other sources from which medical care 
can be obtained. For instance, a person ill enough to 
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have hospital care, who can afford to pay part or all 
of the cost, is generally admitted to the hospital acccom- 
panied or preceded by his physician who has an exact 
and immediate knowledge of the history and current 
status of the patient. In his case, treatment can be 
instituted promptly. In addition, the patient’s physi- 
cian is continuously on call and can visit the patient at 
alltimes. Lastly, the patient’s convalescence is usually 
not spent in the hospital. 

The hospitals of the Veterans Administration face an 
entirely different problem. In most instances, the ad- 
mitted patient has not been seen prior to admission and 
may have traveled quite a distance to be admitted. 
The Veterans Administration is also bound by legal 
requirements which make it very difficult to provide 
convalescent care outside the hospital. In addition, the 
Veterans Administration patient is discharged after 
receiving treatment for all disabilities which are ame- 
nable to therapy, not merely the one which was the pre- 
cipitating cause of his hospitalization. 


Public Health Service 


Extent of Public Health Responsibility 


Since the beginning of the Public Health Service in 
1798, its medical care program has grown until in the 
fiscal year 1951 some 69,000 patients are provided in- 
patient care annually in Public Health Service hospitals, 
with an average daily patient load of 7,350 patients of 
all categories—general medical and surgical patients, 
neuropsychiatric patients, tuberculous patients, and 
patients with leprosy. 

Since 1870 the medical care function of the Public 
Health Service has been vastly broadened, so that at 
the present time, beneficiaries are drawn from the fol- 
lowing categories of individuals: American seamen 
of the United States Merchant Marine as well as seamen 
of the United States Army Engineer Corps, the Water 
Division of the United States Army Transportation 
Corps, Tank and Transport Branch of the United States 
Navy (civilian), Mississippi River Commission, Fish 
and Wildlife Service, State schoolships, cadets on State 
training ships, cadets at State maritime academies, 
Merchant Marine cadets, Maritime Service enrollees, 
active and retired Coast Guard personnel, Coast and 
Geodetic Survey officers and crew members, Public 
Health Service commissioned officers, personnel of the 
former Lighthouse Service; dependents of active and 
retired Coast Guard personnel, Coast and Geodetic Sur- 
vey officers and crew members, retired Public Health 
Service commissioned officers; Public Health Service 
civilian field employees injured in line of duty, Fed- 


eral employee beneficiaries of the Bureau of Employees 
Compensation, persons with communicable diseases 
held in Federal quarantine, persons afflicted with 
leprosy, and narcotic addicts. 

Certain other individuals are provided care through 
the Public Health Service, but only upon payment, 
usually by the agency requesting the service. The 
following categories of individuals are among those who 
may be furnished services on this basis: seamen em- 
ployed on foreign flag vessels, Immigration and Nat- 
uralization Service patients, patients of the Veterans’ 
Administration, the Department of the Army, Depart- 
ment of the Navy, Department of Air Force, Office of 
Vocational Rehabilitation, Bureau of Prisons, State 
Department (foreign service employees). In addition, 
special study patients are also admitted. 


Patients in Hospitals 


In 1951, more than 69,000 patients were given in- 
patient care in Public Health Service hospitals, of 
whom 46,000 were in the nonreimbursable category. 
Only 63,000 of this total were treated in general hospi- 
tals, with almost 6,000 in neuropsychiatric hospitals, 
700 in tuberculosis hospitals, and 115 were admitted to 
the National Leprosarium in Carville, La. This number 
of admissions produced an average daily patient load 
of 7,350 patients, of whom 4,150 were in general hospi- 
tals, and 390 in Carville. 


Table 11.—Public Health Service hospitals, by size, type, 
and capacity, fiscal year 1951 








Type and size apie ri f capacity 
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General: 
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Neuropsychiatric over 1,000- - - 2 2, 400 
Tuberculosis 250—499--__-_---- 2 587 
Leprosarium 250-499- __._---- 1 450 











Source: Public Health Service. 


The 24 hospitals operated by the Public Health Serv- 
ice during 1951 contained a constructed bed capacity 
of 8,265. These hospitals ranged in size from 30 beds 
at Vineyard Haven to 1,400 beds at Lexington. 

The largest number of in-patients are drawn from 
the category of American seamen. The daily load of 
seamen, exclusive of those hospitalized in the two neu- 
ropsychiatric hospitals averaged a little less than 2,500 
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individuals at any one time. The next largest category 
was drawn from veterans hospitalized upon the request 
of the Veterans Administration (with reimbursement to 
the Public Health Service by the Veterans Adminis- 
tration). The daily load of veterans averaged slightly 
over 1,000 patients during this same year. (This load 
has since declined to an average of 640.) The balance 
of the in-patient load in other than the neuropsychiatric 
hospitals was made up of relatively small numbers of 
beneficiaries drawn from other categories. 

In addition to in-patient care provided in hospitals, 
extensive out-patient services are rendered through 
out-patient facilities of the Public Health Service. Dur- 
ing fiscal year 1951, there were some 576,000 visits to 
the out-patient departments of Public Health Service 
hospitals and another 423,000 visits to the 19 Public 
Health Service out-patient clinics operated separately 
from the hospitals. 

The total staff required to provide this care in the hos- 
pitals and clinics was in fiscal year 1951, 7,285. Of 
this number 590 were physicians, including 265 resi- 
dents or interns. There were 114 dentists, including 
33 interns and 1,177 nurses. 

Public Health Service general hospitals show an 
average length of stay of approximately 25 days, with 
a median stay of 11 days. As in the case of the Vet- 
erans Administration, there is the need to carry patients 
throughout their convalescence, either partially or com- 
pletely. This prevents their discharge at an early date 
as would be the case if they were private patients in 
voluntary hospitals. In addition, the relatively high 
average length of stay is the result of a small propor- 
tion of long-term patients. 


Medical Care of Indians 


Medical care of the Indians of the United States was 
under the administration of the Army Medical Corps 
until 1849, when it was transferred to the Bureau of 
Indian Affairs in the Department of the Interior. Since 
1926, medical officers have been detailed to the pro- 
gram by the United States Public Health Service. The 
hospitals are staffed both by civil service physicians on 
the payroll of the Bureau of Indian Affairs and by 
medical officers of the Public Health Service. The 
salaries of all officers on detail are paid from Bureau of 
Indian Affairs funds by reimbursement to the Public 
Health Service. There has been great difficulty in re- 
cruiting physicians for permanent duty in the Indian 
hospitals, and no long-range solution to the problem 
of staffing these isolated and widely scattered units has 
been worked out. 
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The medical care of the Indian population probably 
presents the most difficult problem to be faced in the 
administration of a medical-care program directed at 
any particular group of people in this country because 
of the isolation of the Indian reservations, the extreme 
poverty of the Indians, the generally poor social con- 
ditions under which they live, and their diverse con- 
cepts of disease and treatment, which make it difficult 
to apply the principles of preventive medicine and even 
to persuade them to accept therapeutic services when 
available. Repeated surveys have shown the high inci- 
dence of disease, the high maternal and infant death 
rate, and the high death rate from tuberculosis, which 
occur among them. The prevalence of tuberculosis 
among Indians calls for more intensive preventive and 
control measures. This reservoir of tuberculosis is a 
problem of public health concern to the rest of the 
Nation. 

The Bureau of Indian Affairs provides health services 
in hospitals and sanitoriums, reservation dispensaries, 
and clinics; field nursing service; school health service; 
communicable disease control; and other services. 
Although the treaty obligations assumed by the Federal 
Government have generally been discharged on all 
Indians who have citizenship rights since 1924, the 
Federal Government has assumed a moral obligation 
to continue services as long as they are needed. Health 
services are limited to indigent Indians, but because 
of their general economic condition, most Indians are 
eligible. In case of hospital care, for example, the 
total receipts from all pay patients, including non- 
Indians hospitalized in emergencies, amount to only 
$15,000 annually. 

Indians eligible for medical care include “All persons 
of Indian descent who are members of any recognized 
tribe now under Federal jurisdiction; all persons who 
are descendants of such members and who reside 
within the present boundaries of any Indian reserva- 
tion and all other persons of one-half or more Indian 
blood are entitled to the services of the physician 


and to such drugs or medicines as he may 
dispense.) **» *” 
Personnel 


On June 30, 1950, there were about 2,780 employees 
in the Indian health service, including 112 physicians 
and 805 nurses. Of the 112 physicians, 102 were in 
the United States and 10 were in Alaska; 95 were as- 
signed to hospital service and 17 were employed in 
various field services. In many instances there was 
only one physician per hospital. Most reservations 
have hut one public health nurse. 


Hospital Service 


Hospital care for Indians in 1950 was furnished in 
63 hospitals operated by the Health Branch, and in 8 
infirmaries operated by the Education Branch, of the 
Bureau of Indian Affairs. In addition, about 80 beds 
in St. Elizabeths Hospital are occupied by mentally 
ill Indians and hospital care was purchased from a 
number of private and public hospitals and sana- 
toriums for Indians who lived in areas where no 
Bureau facilities were available. Of the 63 hospitals 
operated by the Health Branch, 56 hospitals with 2,212 
beds were in the continental United States, and 7 hospi- 
tals with 650 beds were in Alaska. The 8 infirmaries 
with 278 beds were operated in connection with board- 
ing schools located off the reservations. 

The administrative problems involved in operating 
the Indian hospitals are magnified and multiplied by 
the isolation and smallness of most of the hospitals. 
Isolation makes it difficult to attract and keep compe- 
tent administrative staff, and smallness imposes a severe 
limitation on the number of people a hospital can afford 
to hire. The Indian hospitals range in size from 15 
to 420 beds, two-thirds of them having fewer than 
50 beds. 


Table 12.—Bureau of Indian Affairs hospitals by size 
° and capacity, 1952 
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Source: Bureau of Indian Affairs. 


While the rated capacity of these hospitals was 4,116 
beds, the number actually available for use was only 
2,862. The explanation lies in the shortage of per- 
sonnel to staff the hospitals and, in some instances, 
Indian apathy to medical care. Tuberculosis facilities 
included 280 beds located in 3 sanatoriums and 902 
beds in 10 general hospitals. The table above shows 
for 1950 the number of hospitals operated by the Health 
Branch of the Bureau of Indian Affairs, the number of 
available beds, and the average daily patient loads in 
each of 11 administrative areas in the United States and 
Alaska. 

In the past, the medical program of the Bureau of 
Indian Affairs has been handicapped by lack of funds 
and by the absence of a clear, consistent policy as to 
the responsibility of the Federal Government toward 


the Indians. During the past 2 or 3 years, the Con- 
gress has made increased amounts of money available 
for this program. In the fiscal year 1952, there was an 
appropriation of approximately $16 million to provide 
hospital and health care to Indians and to natives of 
Alaska. In fiscal year 1953, the figure was increased 
to about $21 million. 

At the present time, the principal medical problem 
is not financial, but is rather the difficulty of attracting 
sufficient numbers of competent physicians, nurses, 
sanitary engineers, and allied professional groups, not 
only to give adequate medical care but also to carry 
out the preventive medical and environmental sanita- 
tion activities for which the Federal Government is 
responsible. In meeting the health needs of the Indians, 
it will be necesssary not only to provide more money 
for the program as a whole, but to provide some sort 
of special inducement to attract sufficient professional 
staff. The Association of State and Territorial Health 
Officers has repeatedly recommended that the Indian 
medical program be transferred in toto to the Public 
Health Service. This proposal has a good deal of merit, 
but such a transfer would not ipso facto solve all prob- 
lems—it would have to be accompanied by adequate 
funds and adequate personnel inducements. 

In addition to the medical problems, the basic 
economy of the Indian groups must be improved to 
make possible the provision of a sanitary environment 
if the efforts of physicians, nurses, sanitary engineers, 
and health educators are to be even reasonably effective. 


Conclusions 


It is clear that the increase in demand for Veterans 
Administration hospital care, particularly on the part 
of those veterans suffering from tuberculosis, neuro- 
psychiatric disorders, and from chronic disorders, will 
continue. Beds for these categories of patients do not 
exist in local communities in appreciable numbers, nor 
are there any programs under way intended to add beds 
in sufficient number to take care of the veteran load, let 
alone the balance of the civilian population. On the 
other hand, through the stimulus of the Hill-Burton Act, 
appreciable numbers of general medical and surgical 
beds for short term conditions are being added through- 
out the country. This then leads to the question of how 
future load of Federal beneficiaries, particularly the 
veteran population, shall be handled. Various alter- 
natives may be considered. 

One can presume the continuation of the present hos- 
pital systems now being operated, at the present level. 
Consolidation of these into single structures wherever 
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possible to make more effective use of personnel would 
probably permit the care of a slightly greater number of 
beneficiaries of the Federal Government with the same 
professional staff. This would still leave the Federal 
system in competition with the civilian system insofar 
as physicians and nurses are concerned, and these still 
remain scarce categories of personnel. It would also 
increase the size of the Federal system. Experience 
with the Veterans Administration hospital system, the 
largest in the Federal service, indicates that it may 
already be too unwieldy for good administration. In 
the long run too large a hospital system would not con- 
tribute to a good standard of medical care. It is neces- 
sary therefore, if the Federal Government is to provide 
medical services on the basis of previous policies, to 
consider another method for provision of this medical 
care. 

One can presume the continuation of the Veterans 
Administration hospital system in accord with past 
policy which has been to build additional structures for 
the care of increasing numbers of veterans who gain 
eligibility. This, however, is impracticable since it 
does not appear that even the present Veterans Admin- 
istration system can be adequately staffed. Certainly 
building of structures to provide second and third rate 
medical care is not only undesirable but will not be 
tolerated. 

Also, it is possible to presume a reduction in facilities 
for Federal beneficiaries to provide only that number 
of beds which can be adequately staffed. With present 
hospital facilities for care of the veteran with service- 
connected disabilities more than adequate, facilities 
could be cut back considerably without denying these 
men care. However, this still does not provide for the 
patient with nonservice-connected tuberculous, neuro- 


The Federal Gov- 


ernment has for years accepted, tacitly at least, the re- 


psychiatric, or chronic disorders. 
sponsibility for the care of these patients. Some other 
mechanism would have to be found to provide for them 
were any appreciable number of beds eliminated from 
the Veterans Administration hospital system. 

The present system of hospitalizing beneficiaries in 
Federal hospitals results in certain inequities, since 
Federal facilities are not equally available to all bene- 
ficiaries. Hence those who receive care often do so, 
not because of their greater medical need but because 
of the greater accessibility of the facility to them. 

One method of providing medical care which would 
have the advantages of eliminating the competition 
between Federal and local hospitals for scarce medical 
personnel, making medical care equally available to all 
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Federal beneficiaries, and minimizing the problem of 
administering a large and bulky service, is to make 
the hospitalization of Federal beneficiaries a local 
responsibility. This could be accomplished by turn- 
ing over existing Federal hospitals to local communi- 
ties to provide hospitalization, with the financial cost 
for Federal beneficiaries being borne by the Federal 
Government. The responsibility for staffing and op- 
erating such hospitals would then become a responsi- 
bility of the community. The Federal beneficiary 
would receive care on the basis of a medical priority 
applied equally to all citizens, while financial respon- 
sibility for those eligible for such care as a beneficiary 
of the Federal Government would be borne by the 
Federal Government by reimbursement. 

This would, in addition to the other advantages cited 
above, provide financial assistance to the local hos- 
pitals. Hospitals might be turned over to teaching 
institutions in the case of those Veterans Administra- 
tion hospitals which now have medical care supervised 
by Medical School Deans Committees. If disposed of 
to local communities they would minimize the necessity 
for new construction under the provision of the Hill- 
Burton Act. 

Consideration should be given to the Federal Gov- 
ernment’s retaining a small number of hospitals to be 
located at strategic points throughout the country to 
serve as diagnostic centers for problem cases and as 
centers for research and for postgraduate medical 
education. 

Such diagnostic or research centers would serve a 
broader segment of the population than a local hospital 
would ordinarily be called upon to provide. There- 
fore the operation of a small number of specialized 
hospitals could well be considered the responsibility 
of the Federal Government. 

Such a scheme would provide for the care of an in- 
creasing number of Federal beneficiaries, principally 
the veteran population, as part of an orderly expansion 
of community facilities. These hospitals would con- 
tinue to serve the population indefinitely with a maxi- 
mum of efficiency and would avoid the problem which 
the Veterans Administration will face in years to come 
as a result of operating a closed system when the nature 
of the veterans’ medical problems change. With the 
aging of the veteran population there will occur a shift 
from acute general medical and surgical cases to chronic 
cases, necessitating a different type of hospital con- 
struction. 

The maintenance of a limited number of hospitals 
under Federal control would insure that problem cases 


could have pension and insurance difficulties satisfac- 
torily resolved under direct Federal supervision. It 
does not appear desirable to maintain a large system 
of hospitals under Federal operation to take care of a 
small number of problems which are primarily ad- 
ministrative in nature. The primary purpose of oper- 
ating Federal hospitals, as any hospital, is to provide 
a high level of medical care. This can be done only 
if such care is available when it is needed, and if 
adequate and qualified staff is maintained to furnish it. 
Expansion of existing Federal systems would make it 
highly improbable that these two requirements can be 
met, while the integration of Federal systems with the 
present civilian systems makes it appear possible to 
establish for all time a high standard of medical care 
for all Federal beneficiaries. 


Commission Recommendations 


THAT s 


1. The Congress establish a clear-cut policy with re- 
spect to the responsibility of the Federal Government 
for the care of veterans, especially those with non- 
service-connected disabilities; 

2. Preference be given to the care of the veteran in 
his own community through a home-town care program 
including hospitalization ; 

3. No expansion of veterans hospital facilities be un- 
dertaken except in relation to the over-all hospital needs 
of the country; and that 

4. Responsibility for the medical care of Indians be 
transferred to the Public Health Service. 


113 


HEALTH PERSONNEL 


Many of us who take for granted the tremendous 
victories won by medical science against the deadliest 
killers of only a generation ago often overlook one 
crucial fact—all these great advances would have been 
impossible without our modern system of education for 
physicians and other health personnel. 

Physicians, dentists, nurses, and auxiliary medical 
workers are the core at the center of the provision and 
distribution of medical care. The machine has replaced 
brawn and even brain in many an industry and on 
many a farm, but it has been of only limited assistance 
in the field of health services. The personal skills of 
the health worker are still the pivotal factors in the 
promotion of health and the prevention of disease. 

With the increasing demand for more complete health 
services there has arisen an almost equal pressure for 


more health personnel. Even though some of the 
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health professions have doubled and tripled their ranks 
in the past few decades, they have failed to keep pace 
with this demand. 

The lengthening of the training period for our health 
professionals, an indispensable element in raising the 
quality of medical care, makes expansion a slow proc- 
ess. The planning of a medical school, the building of 
faculty and facilities, can hardly be completed in less 
than 4 years. Thus, at least 8 years elapse from the 
beginning of planning until the first students graduate. 
No matter what is done, we can expect continuing short- 
ages in the next few years and must plan with full 
knowledge of this situation. It is, therefore, essential 
that we give greater attention to the most efficient utili- 
zation of the existing supply as well as to means of 


increasing it. 





1930 1940 1950 
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Source: Based on Data From Bureau of the Census, American Medical Association, American Dental Association and National League for Nursing Education. 


Figure 19.—Numbers of Active Physicians, Dentists, Nurses, and Practical Nurses and Midwives in the United States, 1900—50. 
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PHYSICIANS 


Numbers and Ratio to Population 


The United States has some 212,000 physicians, in- 
cluding those who have retired from practice. In 1948 
the ratio of physicians to population was higher in this 
country than in any other country except Israel. The 
United States had about 136 physicians for every 
100,000 population, while Great Britain had 114, 
France had 75 and China only 4. 

Probably about 90 percent of these 212,000 physi- 
cians are in active practice. In the 1950 Directory of 
the American Medical Association, about 9,700 physi- 
cians, or less than 5 percent of the total that year, 
described themselves as retired. Such studies as have 
been made, however, indicate that the true rate of re- 
tirement was probably nearer 10 percent. (See pages 
119-120.) This figure is consistent with United States 
Census enumerations. The difference in estimates is 
quite easy to understand. Many older men, who see 
few patients, still consider themselves as active. 


Historical Note 


There are not as many physicians relative to popula- 
tion now as there were 40 years ago. In 1909 the num- 
‘ber of physicians totaled 134,000, and the ratio of 
physicians to population stood at 149 per 100,000. 
Following the closing of many substandard schools in 
the next decade, the ratio declined to 125 in 1930. By 
1951 it had climbed back but was still only 134, less 
than the level of 1920. 

These comparisons over time, of course, must be 


viewed with caution. In medicine, as in other profes- 


Table 13—Number of physicians (active and inactive) 
and number per 100,000 population, selected years, 
1909-51 





Physicians 





Number of ion Persons per 

Year | physictans! | (thousands) | Pet 100,000 | “Drysician 
1909 20 VS 134, 400 90, 492 149 673 
ik? 06 es 145, 000 106, 466 136 734 
MO aS = oa 147, 000 115, 832 127 798 
LOZ0MOLY 153, 800 123, 077 125 800 
19362. _ + 165, 200 128, 053 129 775 
HOt. ofa 175, 200 132, 114 133 754 
TOASis cn. | 199,700 | 146, 621 136 734 
1949_____ 201, 300 149, 149 135 741 
“UE tall ce 206, 300 154, 360 134 748 








1Bxclusive of graduates of the current year. This is the way 
in which AMA data has been published in the past. December 31 
figure for 1951 is 211,680. See Table 16. 


Sources: American Medical Association. AMA Directory (Chi- 
eago, Ill., 1950) ; Bureau of the Census; and Office of Defense 
Mobilization, Health Resources Advisory Committee. 
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sions, the improvement of educational standards and 
the increase of scientific knowledge mean that today’s 
physician is usually much better qualified than was 
his predecessor. 

A hundred years ago the physician was usually the 
sole dispenser of health services. He visited his pa- 
tients in a buggy, his equipment in a small black bag. 
His armamentarium was limited to emergency instru- 
ments, obstetrical forceps, fever medicines, sulphur, 
and molasses. He was pharmacist, dentist, mortician. 
Nursing had not yet emerged as a profession. 

Within the last hundred years hospitals have as- 
sumed a vital role in the care of the sick, and the tech- 
nical procedures and facilities at the disposal of the 
physicians have attained amazing proportions. A large 
corps of skilled technicians and auxiliary medical 
workers has emerged to assist the physicians. 

Perhaps the outstanding feature of recent medical 
practice is the growth of specialization. In the past 25 
years, the number of specialists has quadrupled. In 


The Number of Specialists Has Quadrupled 
in the Last Quarter Century 
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Source: American Medical Association Directories. 


Figure 20.—Number of Physicians and of Physician-Specialists, 
1923-49, 
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1923 there were 15,400 specialists; in 1949, 62,700. 
In these 26 years, the proportion of specialists among 
all physicians has risen from 11 to 31 percent. This 
subject is discussed at some length in a later section. 

Only recently has medical care emerged as a science 
with great positive benefits for society. Not until 
about 1910 or 1912, as Lawrence Henderson has 
pointed out, was it probably true to say that a random 
patient with a random disease consulting a doctor 
chosen at random stood better than a 50-50 chance of 
profiting from the encounter.* 


Fields of Service 


Physicians enter a variety of fields of service. Most 
are in private practice—individual, partnership or 
group. In 1949, the AMA Directory showed about 
150,000 in private practice. When medical school 
faculty members are considered separately, and the 
increase in the Armed Forces taken into account, an 
estimate of 146,000 is arrived at for 1951. 

The second largest group of physicians is composed 
of interns and residents in hospitals. This group, 
which provides a large volume of medical service in 
hospitals, has grown greatly in size in the past few 
years—from about 13,000 in 1940 to 21,000 in non- 
Federal hospitals today. The increase is related to the 
rise of specialization, as greater amounts of graduate 
training and experience are required for specialty cer- 
tification. 

Almost 14,000 physicians are serving with the 
The Armed Forces are liberal users 


At the end of the Second World War, 


Armed Forces. 
of physicians. 


Fields of Service of Active Physicians 


Interns and residents 
in Non-Federal hospitals (21,000) 


Armed Forces (13,700) 
a Medical School Faculty(5,300) 
Industrial Medicine (2,000) 
State & local health depts.(1,900) 
Insurance and other(1,700) 
Public Health Service(1,400) 
Mental Hospital staffs (2,000) 
TB Hospital staffs (1,000) 
Veterans Administration (6,000) 














Source: Based on Data From 1950 American Medical Association Directory; 
Office of Defense Mobilization, Health Resources Advisory Committee; 
Public Health Service; and Veterans Administration. 


Figure 21.—Estimated Number of Active Physicians in Major Fields 
of Service, 1951. 


1Gregg, Alan. ‘‘The Outwardness of Medicine” in ‘‘The Scientists Look at 
Our World.’? University of Pennsylvania Press, 1952. 
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Regional Differences in the Supply of Physi- 
cians Have Increased 


Physicians per 
100,000 population 


160 


New England 
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Source: American Medical Association Directories and Bureau of the Census. 


Figure 22,.—Physician-Population Ratio for Each Region, 1921—49. 


the various services retained about 650 physicians for 
every 100,000 troops. Within the past few years, the 
forces have markedly improved their utilization of 
physicians, and the ratio now stands at about 370 per 
100,000. This is still, however, almost three times the 
rate of service available to the civilian population. 

Some 13,900 physicians are full- or part-time faculty 
members of medical schools. Making adjustments for 
part-time teachers, the schools are using the full-time 
equivalent of roughly 5,300 physicians. 

About 2,000 physicians spend all or a major part 
of their time in the practice of industrial medicine. 
For the most part, they do not provide services re- 
placing or duplicating those of the family physician. 
They deal with the special needs of industrial workers. 

Around 3,300 physicians are in public health work, 
some 1,400 with the Public Health Service and the 
remainder employed by State and local health depart- 
ments. 

Another 3,000 physicians are serving in tuberculosis 
or mental hospitals, 4,000 have full-time employment 


with the Veterans’ Administration while another 4,400 
give part-time service. The Bureau of Indian Affairs 
employs about 100 physicians. Others are employed 
by insurance companies and other organizations; still 
others are engaged in nonmedical occupations. 


Unequal Distribution 


The supply of physicians does not cover the country 
evenly. There are wide differences among the regions 
of the Nation. While the Central Atlantic States aver- 
aged 161 active civilian physicians per 100,000 popula- 
tion in 1949, the Southeastern States had only 86. Dif- 
ferences among States were even greater. New York 
with 199 physicians per 100,000 population had the 
highest ratio after the District of Columbia, which had 
296. Other States above the national average (125) 
were Connecticut, Massachusetts, Colorado, California, 
Illinois, Vermont, Maryland, Minnesota, Pennsylvania, 
New Jersey, Delaware, and New Hampshire. At the 
_ other end of the scale was Mississippi with 68 physicians 
per 100,000 population. 

Regional differences have been increasing for the 
past 3 decades. New England and the Central Atlantic 
States, which have the highest ratios today, have shown 


an almost steadily increasing physician-population 
ratio. Every other region of the country (and 31 of 
the 36 individual States in those regions) has shown 
an over-all decline. 


Location of Practice 


The physician’s choice of a place to practice is af- 
fected by a variety of factors. Among the most im- 
portant are: (1) the economic wealth of the area, (2) 
the availability of facilities, and (3) the place from 
which the physician came. 

The supply of physicians tends to be greater in high- 
income areas. The States having the highest per capita 
incomes tend also to have the largest number of physi- 
cians per 100,000 population. Physicians in those 
areas do not always have above-average incomes, how- 
ever. Average incomes of physicians are lower in the 
relatively wealthy New England and Central Atlantic 
States than they are in any other region of the country. 
For all other regions, however, the average income of 
physicians varies with the average per capita income of 
the area. 

Location of practice appears to be even more affected 
by the size of community. In every region of the coun- 


State Variation in the Relative Supply of Physicians 
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Source: 1950 American Medical Association Directory and Bureau of the Census. 


Figure 23.—Physician-Population Ratios for Each State, 1949. 
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The Urban-Rural Distribution of Physicians 


DEGREE OF URBANIZATION 


Greater metropolitan 
Lesser metropolitan 
Adjacent to metropolitan 
Isolated, semirural 


Isolated, rural 





O 100 200 
Physicians per 100,000 population(i949) 


Source: Public Health Service. 


Figure 24.—Number of Physicians Per 100,000 Population, by 
Degree of Urbanization, 1949. 


try, cities attract physicians. The more urban the 
area, the more physicians there are, relative to popu- 
lation. The Northeastern States, which have the great- 
est population concentration, have the highest physi- 
Throughout the United States, 
isolated rural communities have the lowest ratios. 
Among other things, most of the country’s large hos- 
pitals and teaching centers are in cities. Clinical and 
diagnostic facilities are concentrated in urban areas. 
Twenty of the 79 medical schools in the United States 
are in the highly-urbanized Northeastern States. 

In contrast, physicians in rural communities are 


cian-population ratios. 


likely to be professionally isolated. Physicians who 
practice in rural areas tend to be older than the average 
city physician. Only about 12 percent of the physicians 
practicing in cities are over 65 years old, while 30 
percent have reached that age in rural areas, 

Most physicians, a recent study indicates, practice 
in the State in which they lived before they started to 
study medicine.t. In 1950, 64 percent of the medical 
school graduates of the classes of 1935 and 1940 were 
located in the State from which they went to medical 
school. Most of these had attended medical school and 
served their internships in the same State. 

The same study indicates that most physicians tend 

1 Weiskotten, H. G., and Altenderfer, Marion E. Trends in Medical Prac- 
tice; and Analysis of the Distribution and Characteristics of Medical College 


Graduates, 1915-40. Journal of Medical Education 27 (5): 3-41, September 
1952, part 2. 
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to practice in communities the same as or similar to 
those from which they came. About one-third of the 
graduates of 1935 and 1940 were practicing in the 
same community from which they entered medical 
school. A majority of the graduates who had come 
from big cities went back to big cities, and most of 
those from small towns went back to small towns. 

A study made recently at the University of Minne- 
sota supports these findings.? In a survey of its grad- 
uates who have settled in the State, it was found that 
58 percent of those coming from small communities 
(under 5,000) had returned to practice in the same 
or similar communities. In contrast, most of those 
coming from Minneapolis and Duluth stayed there. 


Older Physicians Make Up a Larger Propor- 


tion of Physicians in Small Communities 
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Source: Weinfeld, William: Income of Physicians, 1929-49. Survey of 
pen aeneer Vol. 31. Department of Commerce (Washington, D. C., 
July 1951). 


Figure 25.—Percentage Distribution of Independent Physicians in 
Practice 65 Years of Age and Over, by Community Size, 1949. 


* Diehl, Harold S. Physicians for Rural Areas, A Factor in Their Procure- 
ment. Proceedings of the Annual Congress on Medical Education and Licen- 
sure. Chicago, Feb. 12-13, 1951. Part II, Medical Education in the United 
States and Canada, 1950-51. 


This pattern indicates a major problem in providing 
physicians for rural areas. Relatively fewer boys and 
girls from rural communities can afford medical edu- 
cation, and the lower standards of many rural schools 
make it more difficult for these boys and girls to meet 
requirements for entering medical schools. Although 
39 percent of the population lives in areas having fewer 
than 2,500 inhabitants, these rural areas furnish only 
While 29 percent of the 
people live in cities over 100,000 inhabitants, 44. per- 
cent of the physicians come from these large cities. 


13 percent of the physicians. 


Average Patient Loads of General Physicians 


1942 
Baltimore 


Maryland 
Georgia, urban 
Georgia, rural 


District of Columbia 


1945 
District of Columbia 


1947 
District of Columbia 


1951 
Western Penna. 





0 () 150 
Average weekly no. of patients 
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Figure 26.—Average Patient Load of General Physicians, Selected 
Studies, 1942—51. 


Patient Load of Physicians 


One general physician provides an average of 
about 110 services to patients in a week. The number 
varies from place to place and from time to time. In 
1942, studies made by the Procurement and Assign- 
ment Service of the War Manpower Commission in 
Georgia, Maryland, and the District of Columbia 
showed average patient loads of from 111 to 132 a 
week. Subsequent studies in the District of Columbia 
revealed a sharp increase by 1945 and a very sharp 
decrease again by 1947. In 1950, a survey of 27 coun- 


ties in Western Pennsylvania indicated that general 
physicians averaged 107 patient visits per week. 

According to the Western Pennsylvania study, most 
specialists have lower patient loads than does the 
average general physician. The loads were lowest (40 
a week) for physicians in the field of neurology and 
psychiatry. Physicians specializing in internal medi- 
cine, surgery and obstetrics and gynecology all had 
fewer than 90 patients a week. Pediatricians had 
under a hundred a week. Only ophthalmologists and 
otorhinolaryngologists had average weekly patient 
loads higher than general physicians. 


Table 14.—Average weekly patient load of general 
physicians and specialists, Western Pennsylvania, 1950 


Average weekly 

Field of practice patient load 
General practices. == ee oe eile af afte bom 107 
Internal medicine__--------- bE Been Be 83 
Surgery Giese ee 5 ee oe. eee 84 
Obstétries andizynecolosyocs-— se se oo =e ee 86 
Pediatricag? 2) ee re nner 2 99 
Ophthalmology and otorhinolaryngology___----------- 112 
Neurology and psyeuiatty-s2e=- === ne een eee 40 


Source: Antonio Ciocco, Isidore Altman, and T. David Truan, Patient Load 
and Volume of Medical Service, Public Health Report, Washington, D. C., 
June 1952. 


Hours of Service 


Although the length of the working year for physi- 
cians has been given very little study, the number of 
weeks worked is known to vary widely. In different cir- 
cumstances it can average as many as 50 weeks a year 
or as few as 43, where conditions of practice allow time 
for vacation, sick leave, and advanced study and re- 
search. Conditions permitting the shorter work-year 
occur more frequently in group practice. 

The hours worked in a week also vary. A major 
factor affecting the length of the working week is the 
age of the physician. Physicians under 45 work the 
longest hours, with the work-week gradually shortening 
as age increases. A recent survey made by the Depart- 
ment of Commerce in cooperation with the American 
Medical Association indicated that about one-third of 
all physicians over 65 were fully retired, and that those 
in that age group who were active reported a shorter 
workweek than did younger men. When active and 
retired doctors 65 and over were considered together, 
they averaged about one-third of the hours of work 
reported by physicians under 49 years of age. 

This is consistent with the studies made by the Pro- 
curement and Assignment Service during the last war. 


These studies indicated that the number of retired 
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Average Hours Worked by Physicians Vary With Age and With Type and Degree of 


Specialization 
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Source: Office of Defense Mobilization, Health Resources Advisory Committee, Based on Data From 1949 Survey of Physicians, Conducted by the Department 
of Commerce and the American Medical Association. See Tables 191 and 193, Volume III. 


Figure 27.—Average Hours of Service of Physicians Per Week, by Age and by Specialty, 1949. 
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Source: Office of Defense Mobilization, Health Resources Advisory Com- 
mittee, Based on Data From 1949 Survey of Physicians Conducted by De- 
partment of Commerce and the American Medical Association. See 
Table 192, Volume III. 

Figure 28.—Average Hours of Service of Physicians Per Week, by 


Size of Community, 1949. 


120 


physicians was approximately equivalent to two-thirds 
of the total number of physicians over 65 years of age. 

Hours worked are also affected by type and degree 
of specialization, type of practice, and size of com- 
munity. Among types of physicians, the hours are 
longest for pediatricians, gynecologists, obstetricians, 
and general physicians. Physicians in private practice 
average longer hours than do salaried physicians. 
Physicians in smaller communities generally work more 
hours a week than do their counterparts in larger 
communities. 


Income 


There is a sharp difference between the average 
incomes of general physicians and specialists. In 
1949, general physicians earned an average of $9,300 
a year; specialists, over $14,000. Certain groups of 
specialists had even higher incomes. Neurological 
surgeons had average incomes of almost $24,000, and 
eight other types of specialists, average incomes be- 
tween $14,000 and $17,500. 

There is also considerable variation in income among 
regions. In 1949, both specialists and general physi- 
cians had lower incomes on the average, in the New 
England and Central Atlantic States. Specialists had 


the highest average incomes in the North Central States, 
while the typical general physician earned most in 
the Far West and Southwestern States. 

Physicians’ incomes are also related to the size of 
the community in which they practice. In 1949, gen- 
eral physicians and specialists alike had lower aver- 
age incomes in both the largest (over 1 million) and 
the smallest (under 2,500) communities. General 
physicians earned most in smaller cities and towns, 
with the highest average earnings in towns between 10 
and 25 thousand. Specialists tended to be best paid 
in larger cities, having the highest average incomes in 
cities between 250 and 500 thousand. The discrepancy 
between specialists’ and general physicians’ income 
was greatest in communities with populations between 
500 thousand and a million, and least in those with 
populations from 2,500 to 10,000. 

Their incomes are also affected by age and type of 
practice. According to 1949 data, physicians possess 
the greatest average earning power between the ages of 
45 and 55, and the least, when under 35 or over 65. 
Physicians in civilian private practice usually have 
higher incomes than those in salaried positions. Of 
the salaried groups, those employed by local govern- 
ments have the lowest average income. 


Negro Physicians 


The United States has only about 4,000 Negro 
physicians. In 1948 there was 1 Negro physician for 
each 3,680 Negroes, as compared to about | physician 
for every 735 people for the Nation as a whole. The 
ratio of Negro physicians to population has become 
less favorable during the past 20 years. 

Negro physicians are maldistributed in relation to 
the Negro population. In 1948, the Negro population 
per Negro physician ranged from 1,203 in Wisconsin 
to 18,527 in Mississippi. The Southeast and South- 
west regions together have approximately 71 percent 
of the Negro population, but only 42 percent of the 
Negro physicians. 

Among the reasons for the lack of physicians in 
some areas are: (1) lack of adequate hospital facilities, 
(2) low economic status of inhabitants, and (3) lack 
of opportunity for further training and advancement 
of physicians. 

In many areas Negro physicians are not offered 
residencies and assistant residencies in hospitals offer- 
ing specialty training, and are barred from membership 
in county medical associations. These physicians are 
also prevented from practicing in many segregated 
hospitals. 


Income of Physicians Varies With Age and With Type and Degree of Specialization 


Age 
Under 35 
35 -44 
45- 54 


Total average 


55 - 64 


65 and over 





0 SS 6 9 12 
Average net income (thousands) 


Type of practice 


Private practice 


Total average 


Salaried non-profit 
Organization 


Salaried non-Federal 
Hospitals 


Salaried 
Industrial Service 


Salaried Federal 
Civilian Hospitals 


Salaried Federal 
Civilian Agency 


Salaried 
Local Government 





on 3 6 5) 12 
Average net income (thousands) 


Source: Office of Defense Mobilization, Health Resources Advisory Committee, Based on Data from 1949 Survey of Physicians Conducted by Department 


of Commerce and American Medical Association. 


Figure 29.—-Average Net Income of Physicians, by Age and by Type of Practice, 1949. 
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Table 15.—Negro population and Negro physicians, 
selected years, 1900-50 

















Number of Negro Physicians} Persons 
Year Negro population | per 100,000 per 

physicians |(thousands)| population | physician 
S00 2 eee eee 1, 734 8, 834 20 5, 095 
‘1LO1 02 Bath eee 3; O77 9, 828 31 3, 194 
1. Os owe 3,495 | 10, 463 33 2, 994 
1930222... 4. an 3, 805 | 11, 891 32 3, 125 
LOS2Sae st es 3, 985 | 12, 068 air" 3, 028 
1938.92 22.2 oe Spader | Lo. Ona 27 3) (a0 
[9402S eee 3, 5380 | 12, 866 27 3, 645 
TOAD was VE ee eR 3, 810 | 13, 272 29 3, 483 
1948 Sesh ae ee 3) (oe. | V8 815 PA 3, 681 
TODO eee oe ee 14,000 | 14, 894 20 3, 724 








1 Estimated. 


Negroes do receive an appreciable amount of medi- 


cal care from white physicians. 


This is mainly due 


decreased drop-out rate—from 15 percent to 8.5 per- 
cent in the past few years. 

A transformation of 2-year schools of the basic 
medical sciences into 4-year medical schools is now tak- 
ing place in several States. This change will do little 
to increase the total number of graduates, however, 
since the greater bottle-neck is in the first 2 years of 
Much attention has been given to the open- 
ing of new schools. 


training. 
But it will be some time before any 
of these can help to augment the supply since there is 
usually a lapse of about 4 or 5 years from the author- 
ization of a new school until the time it is able to admit 


Table 16.—Number of physicians, 1949, estimated number, 








to the facts that: (1) Negro physicians are often barred 
from hospital staff positions, and (2) medically in- 
digent Negroes receive care chiefly through tax-sup- 
ported clinics, hospitals, and health units whose health 
personnel are predominantly white. 

When hospitalization is required, Negroes whose eco- 
nomic status permits (this is particularly true in the 
South) usually seek the services of white physicians. 
Having a white physician in attendance not only in- 
sures entry, but may improve materially the quality 
of service the patient receives. 

Only about 150 Negro physicians are graduated from 
medical schools each year, 85 percent of them from 
the two Negro schools, Howard and Meharry. Al- 
though 46 medical schools accept Negro students, the 
majority of those who apply are not admitted. Too 
often this is due to inadequate preparation in poorly 
equipped southern schools. If the supply of Negro 
physicians is to be increased, existing facilities for 
training must be increased, and preparation of Negro 
students at the premedical school level must be 
improved. 


Future Supply of Physicians 


Last year medical schools in the United States grad- 
uated some 6,100 physicians. Another 500 physicians 
are licensed each year. These are primarily immi- 
grants from other countries and Americans who have 
received their medical education abroad. Deaths of 
physicians number about 3,800 a year. The net annual 
increase at the present time is thus about 2,800 physi- 
cians. 

There has been a considerable increase in gradu- 
ates over the past few years. This has been made 
possible both by increased admissions and by a sharply 
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1950-60 
* Plus Less we oe 
eax Joly 1 Dee. 31! 
Graduates | Others ? Deaths 3 

1949____|5201,277 | 5,094 700 shee 1S ace 
1950____| 203, 910 5, 553 700 3.00) aa ee 
1951____| 206,278 | 6,135 500 | 3, 844 | 211, 680 
1952____| 209, 069 6, 100 500 4,096 | 214, 310 
NOS SESE EZ IBRD. 6, 400 500 4,052 | 217, 136 
1954____| 214,421 | 6,600 500 | 4,143 | 220, 138 
aN Ys) oe SIAL ig Sarhs) 6, 700 500 4,175 | 223, 180 
1956____| 220,403 | 6, 800 500 | 4,217 | 226, 285 
1957____| 228, 486 6, 900 500 4,070 | 229, 542 
1958____| 226, 816 6, 900 500 ART ood 
1959____| 229, 902 7, 000 500 4,297 | 235, 945 
LOGOS 2E 283-0005 jen he ee 




















1 The figures in this column are comparable to available figures for earlier 
years. They exclude graduates of the specified year. 

2 Primarily graduates of foreign schools. 
ia Beosied on the basis of the 1948 age distribution, using 1949 white male 
ife tables. 

4'The AMA reports are now made on a December 81 basis, including grad- 
uates of the same year. The figure for 1951 is that published by the AMA 
(JAMA, May 381, 1952). Projections on this basis beyond 1951 are made by 
adding each year’s graduates and new licenciates, and subtracting Jan. 1- 
Dec. 31 deaths. This series agrees closely with the series on the July Ist basis, 
the difference being primarily due to the addition of new graduates in the 
same year. 

51950 American Medical Directory. Excludes physicians who died dur- 
ing the period July-September 1949. 


Source: Office of Defense Mobilization, Health Resources Advisory Com- 
mittee. 
students and another 4 years until the first class grad- 
uates. This means that schools now under discussion, 
such as that in New Jersey, will probably not have any 
graduates until after 1960. 

If the present schools increase their admissions 
slightly and if their drop-out rates remain at the present 
very low level, the total number of graduates can be 
expected to rise to 6,900 a year by 1957. Graduation 
at such a rate would bring the 1960 total to 233,000 
physicians. This would give a total physician-popula- 
tion ratio very slightly better than 1949 (135 per 
100,000 in 1949, 136 in 1960). 

If mobilization continues at present levels, however, 
the civilian physician-population ratio will be less 
favorable in 1960 than in 1949 (133 per 100,000 in 
1949, 131 in 1960). 


MEDICAL EDUCATION 


Schools and Students 


There are 80 medical schools in the United States, 72 
offering the full 4 years of medical education, 6 schools 
of the basic medical sciences offering only the first 2 
years, and 2 in transition to a 4-year program. These 
80 teaching institutions in 1952 had more than 27,000 
students and were graduating physicians at the rate of 
somewhat over 6,000 a year. The number of Negro 
medical students enrolled was about 700, less than 3 
pereent of all students. Of the 72 four-year schools, 
40 are private, 29 are State institutions and 3 are con- 
ducted by municipal governments. All but one of 
the 2-year schools are State institutions. In 1952, 
about 53 percent of medical students were enrolled in 
private schools, and 47 percent were in State and 
municipal schools. 


Growth and Improvement 


At the turn of the century medical education in the 
United States was emerging from an era of chaos. A 
report entitled “Medical Education in the United States 
and Canada”, written in 1910 by Abraham Flexner as 
a result of a study he had made for the Carnegie Founda- 

tion of the Advancement of Teaching, brought about a 

tremendous change for the better. This report de- 
scribed 148 schools in the United States, most of them 
proprietary in character with little in the way of cur- 
riculum or facilities. But the new form of university 
medical education had already begun to emerge. 

Harvard and Johns Hopkins medical schools even 
then required a college degree as prerequisite for ad- 
mission to medical school; Johns Hopkins had shown 
the way for the incorporation of hospitals as facili- 
ties for the teaching of medicine under university aus- 
pices. Drastic reforms followed the publication of the 
Flexner report. The quality of education showed gen- 
eral improvement, and within the next 10 years most of 
the poorest schools had closed. Many factors and or- 
ganizations have since cooperated to raise and maintain 
the quality of medical education. Important among 
them have been: (a) the formation and programs of 
the Council on Medical Education and Hospitals, of 
the American Medical Association and of the Associa- 
tion of American Medical Colleges, (b) the 1932 re- 
port of the Commission on Medical Education, and (c) 
the recently completed Survey of Medical Education. 


Aims and Curriculum of Schools 
In the past, medical education has been concerned 
primarily with the cure of disease. Only recently has 


237124—53 10 





it given serious attention to preventive medicine and 
public health. The broadening of technical and social 
understanding is being accompanied by changes in the 
curriculum. Although medical schools maintain the 
general basic pattern of 2 years of basic science fol- 
lowed by 2 years of clinical subjects, there is increasing 
integration of the sciences, of the laboratory and clini- 
cal subjects, of preventive and clinical medicine. 

At the panel on medical education there was a great 
deal of discussion about the general aims of medical 
education, its role in the training of character, its high 
ethical character. The story was told of how medical 
education today helps to maintain the high repute of 
the medical profession and its unexcelled scientific 
attainments. 

It is the business of a physician to understand people. 
Into the medical student there must be inculcated early 
a real interest in humanity. Patients come to a doctor 
because of pain or fear or guilt. They want something. 
To this need the physician has always had to respond. 

The practice of medicine can still be defined as a 
relationship between two people, one who comes to 
the other for help. The doctor who provides help is 
peculiarly trained by virtue of his understanding of 
the physiology, pathology and illnesses of the human 
being to deal with certain kinds of problems. These 
problems do not encompass all the ills of mankind but 
are limited to those which fall within the accepted 
definition of illness and health. While the technologies 
of medicine have been developing, it has become in- 
creasingly evident through work in other fields, e. g., 
the social sciences and behavioral sciences, that a 
broader understanding of human behavior is possible. 
It is now possible for the doctor to learn more about 
the nature of the human being and the mechanisms by 
which he strives to maintain an adequate adjustment 
with his environment. 

The young medical student of today has a good grasp 
of knowledge and a high level of social consciousness. 
The first-year medical student is familiar with the key 
social phenomena of the day—from urbanization, in- 
dustry, world problems, land and food to the specifi- 
cally medical areas of insurance and hospitalization. 
In comparison with the medical student of 20 years 
ago, the student of today has a much higher degree of 
social awareness. 


Skills and Scientific Outlook 


In medical school young men and women must get 
a fundamental background of knowledge and skill in 


123 


Location of Medical Schools 


Wag, 
ASHTAGT Sas 
——-., 
+s 
= 
Univ of ish NONTATA(>* Smens o 
'9ton eNOS: cme as 


NORTH DAKOTA 
1OAHO 


Univ. of South Dakota 





NEBRASKA 


Creighton Uniy, 
U of Nebraska 










COLORADO 






G 
ir e 
© Univ of Colorado 
Univ of 
Cal 
— Meg E 
u °nforg U 
'. Co} ARIZONA 
J 


Southwestern Med. 
Univ. of Texas 
Baylor Univ, 


*e, 
= —_— 


‘— 


Source: Journal of the American Medical Association, Educational Number, 1952. 


MINNESOTA 


Univ. of North Dakota A 


U.of Minn. 


JOWA 





@® 





























WISCONSIN 





Univof Wisconsin 
Marquette U. 






TELINOIS @ 
lowa 
Univ. of low ©e@ 


Chi. Med 
Northw'tn 
Loyola U. 
U.of Chi. 
U.of Ill. 













MISSOURI 








St.Louis U 
Washington U. 
Uof Mo, 





NNESSEE © Meh 


T 
Vanderbilt 
U.of Tenn. 







FOUR YEAR SCHOOLS 
@ Public 
® Private 


Georgio Med: 
Emory Univ. 













LOUISIANA 
BASIC SCIENCE SCHOOLS 


A Public 
7» Private 






Louisiana St. 
Tulane U 


Figure 30.—Medical Schools of the United States, 1951. 


medicine to serve as a base for their hospital training. 
It is not the province of the undergraduate medical 
school to teach special skills. There is not sufficient 
time in the undergraduate curriculum. 

No student in the four years of medical school can 
begin to master all the skills he needs, but he can lay 
the foundation for these skills. 


attitude and form certain basic habits on which he 


He can cultivate an 


can graft the competence and skills that he will need. 
If he is going to be a surgeon or follow some other 
specialty, his specialized abilities will be mastered in 
detail after he leaves medical school and spends some 
years in a hospital. But the establishment of a scien- 
tific attitude is one of the most important purposes of 


the undergraduate years. 


The Positive Side 


A physician cannot pump health into anybody. He 
In the health 
teaching of our country, individual responsibility is 
underlined. It is important that the physician and the 
individual citizen accept the responsibility to engage 


needs the cooperation of the patient. 


124 


in those practices and procedures which promote the 
patient’s own health. 

Today medical schools try to give the medical stu- 
dent early orientation in the direction of positive health. 
It is the credit side of life, not the debit side, that gets 
the emphasis. Health is the interesting thing; disease 
the aberration. Increasingly physicians are being 
trained to take a healthy, not a morbid, view of life. 


Curriculum Improvements 


Many suggestions have been made to the Commission 
as to ways in which the medical curriculum might be 
improved. For instance, it was frequently urged that 
medical students should have more opportunity, and 
an earlier opportunity, to work with people, to see 
people as individuals with a range of problems rather 
than as cases of illness, and to have more contact with 
the community. It was proposed that the curriculum 
should devote more time to matters fundamental to all 
practice—e. g., psychiatry, diagnosis, and internal 
medicine—and less time to certain of the specialties. 
But even more important than the curriculum itself, 
it was agreed, is a well-chosen faculty working with 
adequate facilities. ' 


4 


There are wide differences in the scope of medical 
school education programs. While some emphasize 
the training of specialists, teachers, and research 
workers, others train larger proportions of general 
practitioners. These differences are reflected in cur- 
riculum, in the size of faculty, in the background of 
faculty members, and in the budgets and expenditures 
ofthe schools. A recent study of the Health Resources 
Advisory Committee of the Office of Defense Mobiliza- 
tion gives information about medical school faculties. 


Medical School Faculties 


Almost 15,600 persons, including nearly 14,000 
physicians, held teaching, research, and administrations 
positions on medical school faculties in 1951. Nearly 
three-quarters of the faculty members spent only a 
part of their time on medical school functions. Many 
of the part-time faculty members devoted relatively 
little time to teaching—about 40 percent of them spent 


less than 200 hours a year on medical school activities. 


Most of these part-time faculty members were physi- 
cians. Teachers of anatomy, physiology and other 
basic sciences are usually full-time faculty members. 
The total time that the 15,600 faculty members gave the 
medical schools was estimated as equivalent to that of a 
full-time staff of about 6,700, including 5,300 equiva- 
lent full-time physicians. 

Over one-half of total faculty time was concentrated 
in about one-third of the medical schools. While 
there were wide variations in the ratio of faculty to 
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Figure 31.—Hours Per Year Given to Medical-School Service 
(Teaching, Research, Administration) by Faculty Members, 
1951. 


students in different medical schools, the average for 
this third was about 38 faculty members per 100 
students, in contrast to an average of 19 per 100 in the 
other two-thirds. While larger schools tend to use 
fewer faculty members in proportion to students, this 
did not explain these differences. The one-third of the 
schools with high faculty-student ratios included a 
fair cross-section of both large and small schools, and 
had about the same average enrollment as the schools 
in the lower faculty-ratio group. 
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Figure 32.—Number of Faculty Members (Full-Time Equivalents) 
Engaged in Teaching, Research, and Administration in Medical 
Schools, 1951. 


The great part of medical research is carried on in 
this group of medical schools. With one-third of the 
total enrollment, these schools accounted for 60 per- 
cent of the total faculty time spent on research. 

These differences among schools are not new. Data 
collected in 1942 by the Procurement and Assign- 
ment Service and the Public Health Service gave much 


the same picture. 


Sources of Faculty Members 


The one-third of the schools with high faculty ratios 
and extensive research programs are also the institu- 
tions which train a high proportion of teachers for all 
medical schools. About 60 percent of all physicians in 
full-time teaching positions are graduates of these 
schools. Harvard, Johns Hopkins, the University of 
Chicago, the University of Pennsylvania and the Uni- 
versity of Michigan together have trained half of this 


60 percent. 


Faculty Shortages 


With their enrollments growing, most medical 
schools are understaffed and are finding it increasingly 
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difficult to attract new faculty members. In 1951, 
medical schools reported that 235 full-time faculty 
positions were vacant. Even this is a very conserva- 
tive estimate of the need. The standard for medical 
schools established by the Joint Committee on Medical 
Education in Time of National Emergency called for 
one faculty member for every four students in the first 
2 years, and one for every three in the clinical years. 
Less than a third of the schools meet this standard. 


Medical School Enrollment 


In the last 30 years, enrollment and graduates of 
approved medical schools have gradually increased. 
Enrollment has risen from about 12,600 in 1920 to 
about 21,600 in 1930 and 27,000 in 1952. In the same 


period, the number of graduates has increased from 
about 3,200 to over 6,000 a year. 
Relative to the increasing total population, however, 


In the Last 30 Years the Number of Bachelor’s 
Degrees Awarded Annually Increased About 
9 Times, Engineering Graduates Increased 
Almost 10 Times, Science Ph. D.’s Have In- 
creased Nearly 13 Times, While the Number 
of Medical School Graduates Has About 
Doubled 
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Figure 33.—Number of Graduates of Engineering Schools and Medi- 
cal Schools, Number of Science Ph. D.’s and Bachelor’s Degrees 
Granted and Population, 21—24 Years Old, 1920—50. 
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the growth of medical school enrollments has been less. 
While the enrollment of medical schools has increased 
more than 100 percent since 1920, the proportion of 
the population 20-24 years old who are medical 
students has risen only about 50 percent. 

The increase has not been great compared to the 
growth in enrollment and graduates in several other 
realms of higher education. While the number of 
young people graduating each year from medical 
school has about doubled in the last 30 years, the num- 
bers obtaining bachelor’s degrees and graduating from 
engineering schools have both increased about 9 times, 
and the number receiving Ph. D. degrees in science has 
grown almost 13-fold. 

Applications for admission to medical school have 
increased much more rapidly than admissions. Dur- 
ing the 1930’s there were not quite two applicants for 
each acceptance. During the post-war years the num- 
ber of applicants rose sharply—to more than three per 
admission in the years when GI benefits were available 
to veterans. Last year the ratio of applicants to ad- 
missions stood at 2.6 to 1. 


Restrictions on Medical School Enrollment 


Enrollment might be higher and the average quality 
of student admitted to medical school would probably 
be better if selection were not arbitrarily restricted by 
(a) geographic limitations on enrollment in some 
schools and (b) the inability of many young people to 
finance the long and expensive medical education. 

Few private medical schools restrict enrollment to 
students from a particular geographic area but public 
schools, with 47 percent of the total enrollment, tend 
to confine admission to students from within the State. 
In 1952, almost 44 percent (31) of public schools, as 
compared to less than 9 percent (6) of private schools, 
were so restricted. Geographic restrictions make it 
hard for some schools, particularly those in smaller 
States, to select the best-qualified students. They also 
foster provincialism. In contrast, schools which 
draw students from a wide area have a greater choice 
of applicants. They allow their students to have the 
broadening experience of working with fellow-students 
of different backgrounds. 

Proportionately fewer medical students are drawn 
from the Southeastern, Southwestern, and Far West 
States than from New England, Central Atlantic, West 
North Central, Rocky Mountain, and Northwestern 
States. In 1951-52, freshmen enrollment varied from 
an average of 74 per 100,000 youths 20-24 years of 
age in the Central Atlantic States and 75 in the Rocky 
Mountain States to 58 in the Southeastern and 49 in 
the Far Western States. 
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Figure 34.—Enrollment of State Residents in Medical School Per 100,000 Population, Ages 20—24, 1951. 


In general, the proportion of medical students drawn 
from States and regions seems to vary with the avail- 
ability of medical school space in those States and 
regions. In 1951-52, New England, the Central At- 
lantic States, and the West North Central States had the 
highest average number of freshmen places available 
per 100,000 youths. 
which fewest medical students were drawn, the Far 
West and the South, had also the fewest freshmen 
places available. 

One measure of the cost of medical education to the 
student is the size of tuition fees. In 1952-53, annual 
fees range from $97 to $1,289. The median fee is just 
under $700. 

As a rule the fees charged by private schools are 
higher than those at public ones. In 1952-53, such 
fees at public schools vary from $97 to $800, with a 
median of $432. At private schools they range from 
$508 to $1,289, with a median of $813. Many public 
schools, however, charge higher fees to nonresident 
students. Thirty-three schools in the United States 
charge additional fees of $80 to $600. One school 


In contrast, the regions from 


charges an extra $1,100 and another an additional 
$2,130. 

A better measure of the financial burden on the stu- 
dent is the total annual cost of attending medical 
schools, including maintenance expenditures as well as 
fees. In 1950 medical schools reported that it cost a 
student a minimum of from $567 to $2,252 to study 
medicine for 1 year. The average cost ranged from 
$800 to $2,500; the median was $1,800. 

During 1951-52, private schools offered more 
scholarships than public schools, making up in part 
for the generally higher fees at private schools. Four 
private schools reported scholarship funds of $50,000 
or more, while three others reported funds between 
$25,000 and $50,000. By contrast no public schools 
had funds over $50,000 and only two could draw on 
amounts between $25,000 and $50,000. 

However, many scholarships are not large enough to 
cover all fees. Only five private and two public schools 
reported “typical individual awards” of amounts as 
high as $1,000 in 1951-52. 

Also, scholarships are available only for a small pro- 


portion of medical students. In 1951-52 medical 
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Table 17.—Amount of scholarship funds available at 
publicly and privately supported medical schools, 
1951-52 


Number of schools with 
specified funds available 


Amount of scholarship funds available, 1951-52 
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schools gave scholarship aid to only about 1 out of 20 
of their students. In 1951 medical schools reported 
that between 40 and 50 percent of their freshmen, sopho- 
mores, and juniors felt they could not continue to 
finance their medical education without the aid of 
summer employment. One medical school dean has 
said that four out of five of his students came from 
families with annual incomes over $10,000. 


Graduate and Post-Graduate Education 


Medical education does not end with 4 years of med- 
ical school. The increasing complexities of medical 
knowledge have led to intensification and lengthening 
of training, while the rapid advances of science have 
made continuing education a necessity for the practic- 
ing physician who is to keep abreast of new develop- 
ments. Almost all physicians complete at least the 
first year of hospital training, the internship. A very 
large proportion continue with hospital residency train- 
ing, usually in preparation for the practice of a spe- 
cialty. Other post-graduate education may include 
advanced university degrees, clinical or research fellow- 
ships, and a variety of short courses in special fields. 

The internship has become virtually a prerequisite 
for practice. Thirty years ago, the number of intern- 
ships offered was less than the number of medical 
school graduates. Today 10,000 internships are of- 
fered, with only 6,000 graduates. 

An increasing proportion of medical school gradu- 
ates continue with residency training, in which they 
usually concentrate in a limited field. Between 1914 
and 1951, the number of residencies and fellowships 
provided by approved hospitals rose from 428 to 
almost 20,000. The increase has been particularly 
rapid in the last 10 years. 
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Through hospital training, the young physician has 
an opportunity to acquire and develop necessary know]- 
edge and skill in diagnosis and treatment before start- — 
ing independent practice. Also he helps to provide the — 
hospital with needed staff. 

The average length of hospital training has been 
increasing. Twenty-five years ago, the typical gradu- 
ate had only 1 year of hospital training. Only 10 
years ago the average was less than 2 years. Today 
it is nearly 4 years. Figure 35 indicates the proportion 
of each of the past 8 years’ graduates who were serving 
in internships and residencies in 1952. The lower rates 
for the classes of 1947-49 are due to the high proportion 


of these classes in military service. 


A Considerable Proportion of the Graduates 
of Medical Schools Continue Their Hospital 
Training for 4 Years or More 
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mittee, 


Figure 35.—Proportion of Each Year’s Graduates of Medical 
Schools Serving in Hospital Internships and Residences, 1952. 


But the number of positions offered by hospitals 
far outruns the number of physicians to fill them. In 
1939, around 4 percent of the 8,000 internship open- 
ings were unfilled; in 1951, over 30 percent of the 
10,000 openings remained empty. The trend for resi- 
dencies has been roughly similar, with 25 percent of 
the residencies unfilled in 1951. 

The increase in vacancies is the result of a number 
of factors. Hospitals have found it of great value to 
have increased house staffs, both because of the service 
they give to patients, and because of the educational 
value which this teaching responsibility offers to the 


hospital and to the regular staff. But the present 
military draft has withdrawn from civilian life many 
young physicians who might otherwise have accepted 
internships and residencies. Vacancies have persisted 
in spite of the increase in remuneration given by the 
hospitals to interns and residents. 

The number of vacancies would be greater if it were 
not for the inflow of doctors from outside the United 
States. In July 1951 there were 3,350 alien physicians 
holding internships, residencies, or fellowships in ap- 
proved civilian hospitals. Many of these physicians 
were “displaced persons” in training to qualify for 
licensure in the United States. 

As the demand for services of interns has become so 
much greater than the supply, the Association of Amer- 
ican Medical Colleges and the American Medical As- 
sociation have made an effort to eliminate undesirable 
practices in the competition among hospitals. They 
have jointly developed a system by which choices of 
hospitals for interns, and of interns for hospitals, are 
matched automatically through a central clearing house, 
with the assignments of interns made through a central 
committee acting for all hospitals. 

Internships are offered by 828 hospitals, and resi- 
dencies by 1,120 hospitals. Few of these institutions 
are affiliated with universities. The level of the edu- 
cational content of these programs is a matter of con- 
tinuing concern to medical educators. 


Certifying Boards 


Eighteen examining and certifying boards have 
been approved by the Council on Medical Education 
and Hospitals of the American Medical Association. 
These Boards set up criteria for specialty training. 
Although they are outside of the schools of medicine, 
they affect all aspects of medical education, both in 
hospitals and in teaching institutions. 


University Affiliation 


One of the principal developments of the past 50 or 
75 years has been the elevation of medical education 
to university status. The reasons for the movement 
of medical schools into universities were brought forth 
clearly in the Flexner Report. The forces which had 
been at play for several decades preceding that report 
found expression in the thesis that medical education 
is more than apprenticeship, and should be a part of 
the system of higher education of this country. Quite 
specifically, the university was the setting in which the 
sciences, especially biology, chemistry, and physics, 
which were so necessary for the further development 
of medicine, were to be found. It is unnecessary to 


elaborate on the great flowering of medicine and medi- 
cal education which has resulted from medical teaching 
in the university setting. 

As one pauses to look at medical education against 
the mid-twentieth century status of higher education, 
the role of medicine in society, and the developments, 
both basic and applied, within medicine and allied 
fields, there is reason to consider seriously the question 
of whether medical education is as much a part of 
higher education as it might be. 

When almost all medical schools became affiliated 
with universities, the full impact of the natural sciences 
on medicine was felt. Now, as the understanding of 
medicine and the job of the doctor is extended, it be- 
comes evident that a general physician or a clinical 
specialist needs the knowledge and experience which 
can be derived from the social sciences to equip him 
better for his job as a physician in modern society. 
This does not mean that the foundation already estab- 
lished in the natural sciences will be abandoned but, 
rather, that the foundation will be broadened to include 
the social and behavioral sciences. 

This leads to the basic query of how and to what 
extent must medical schools further integrate them- 
selves with universities. Medical education is now 
segmental in nature: 4 years of undergraduate college; 
4 years in medical school; 2 to 4 years in the graduate 
or hospital period. In this 10 or 12-year period of 
education there might be more continuity between the 
various segments. 

No unanimity has been reached concerning the re- 
sponsibility of university medical centers to provide 
postgraduate education for physicians. For the Ph. D. 
student in medicine, the university offers courses out- 
side the school of medicine to supplement those of the 
school of medicine. In some schools, graduate and 
postgraduate training in medicine and the allied fields 
may be administered centrally by a school of graduate 
education. 

It may be possible for universities to provide greater 
leadership and guidance to physicians than they now 
do, through development of further cooperation with 
hospitals. All hospitals have become potential or real 
educational centers. While it is unlikely that medical 
teaching centers can assume the whole responsibility 
for providing leadership to these hospitals, they can 
certainly make some further contribution. Perhaps 
there should be regional organization for the purpose. 
This is being tried, for example, at the University of 
Rochester and Tufts University medical schools. 

Such strengthening of educational opportunities as- 
sociated with hospital staff membership can do much 
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to improve postgraduate education for practicin 
physicians. 

In many instances, the personnel and facilities of the 
university and the university hospital are already over- 
extended. To combine under one roof, or under one 
university, all of the educational activities that relate 
to medicine requires long range planning, added per- 
sonnel, added funds, and a clear definition of the many 
roles of the teaching institutions, including (1) a 
faculty for research and for teaching in the basic 
sciences and the clinical fields of medicine for under- 
graduate medical students; (2) Ph. D. training for 
basic medical sciences; (3) graduate training for the 
intern, assistant resident, and resident, in specialty 
fields as well as for the training of the general physi- 
cian; (4) postgraduate training of physicians in special 
and general fields; (5) undergraduate and graduate 
education in such fields as nursing, social service, 
dietetics, physical therapy, speech therapy, and other 
paramedical activities. 


Recent Developments 


Community Laboratories 


As soon as a university medical school accepts the 
principle of extending its responsibilities beyond the 
academic walls into the community, certain new de- 
ficiencies arise. One of these is the need for a 
community laboratory. 

The report of the American Medical Association’s 
Council on Medical Education and Hospitals, 1951, 
holds that students should be made “fully aware of 
the social aspects of medicine and the role of medicine 
in the community.” Medical schools are beginning to 
feel the need of community laboratories. A 1952 re- 
port of a Johns Hopkins University faculty committee 
has the following to say: 


This lack of a body of patients for whose total care the 
clinical departments might be responsible, constitutes a real 
handicap to the teaching program of the School. Our students 
do not have now sufficient opportunity to observe the early 
symptoms and signs of illness, a first acquaintance with which 
is so important to them as future practitioners, nor do they 
have opportunity to see what happens to their patients after 
they are discharged from the hospital. The Committee is con- 
vinced that if this lack could be supplied by having the Hopkins 
medical institutions assume the responsibility for the total care 
of a conveniently located group of families, the clinical depart- 
ments would then have the patient material with which to con- 
duct more effective instruction, not only in the prevention of 
illness but also in its recognition and treatment. Moreover 
the establishment of such an activity on a firm financial basis 
that ensured its continuity of operation, would add to this 
environment a research facility of great potential value which 
could be made available to the faculty. 
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This new movement is part of an increased aware- 
ness of the wide social responsibilities of medical 
education. 

Increased interest of medicine and medical educa- 
tion in community life is a direct and natural result 
of the shift of emphasis from disease to health. Pedi- 
atrics is leading the way. Since many of the diseases 
that used to threaten the first 15 years of life have been 
done away with, pediatricians are turning to the task 
of keeping the child healthy, normal, and happy. Also, 
the normal functioning of the older patient is moving 
into the spotlight. How to keep people in good health 
has become a major concern of the medical profession. 


Training of Auxiliary Personnel 


One result of the growing emphasis on positive 
aspects of health has been greater cooperation by the 
doctor with other health personnel having an interest 
in this broadened field of health. First comes an 
interweaving of curative medicine with public health 
activities. Next comes greater reliance on peripheral 
and auxiliary personnel such as nurses, dentists, dieti- 
tians, school teachers, and many others. A growing 
band of paramedical personnel is giving increased sup- 
port to the movement in favor of strong and positive 
community health practices. 

Is the training for certain types of paramedical 
personnel, such as hospital administrators, a function 
of the medical school? This is one of the many ques- 
tions that call for an answer in the near future. 


Financing Medical Education 


Almost all education programs are in financial 
trouble. Professor Seymour Harris, of Harvard Uni- 
versity, summed up the problem for higher education 
when he wrote in 1949: “* * * half as much of 
the national income is being spent today to educate 
twice as large a proportion of the population as was 
spent 15 years ago.” But medical schools have espe- 
cially grave financial problems. 


High Cost of Medical Education 


Medical education is expensive because faculty costs 
are high and because the costs of facilities, including 
clinics and laboratories, are large. As the average 
physician has a higher income than the average college 
faculty member, medical schools generally have to pay 
more to medical-physician faculty than to teachers from 
other professions. The more specialized the physician, 
the more costly his services are likely to be. To agera- 
vate the situation, as good medical teaching requires 


highly individualized instruction and considerable op- 
portunities for faculty and student research, the ratio of 
faculty to students must be higher in medical schools 
than in probably any other professional school. The 
best medical schools have only about three or four 
students for each faculty member. 

The cost of facilities are growing. Almost every 
medical discovery brings a need for new and more 
elaborate facilities and equipment. In the past 30 
years, the cost of medical education has increased 
nearly 400 percent. 


Budgets and Deficits 


Because of the interrelationships between teaching 
undergraduate and graduate students, care of patients 
and research, it is difficult to estimate exactly the cost 
of educating a medical student. 

The operating budgets of the medical and basic- 
science schools in the United States for 1952-53 total 
approximately $80,885,000. This figure does not in- 
clude grants from outside the university for research or 
for special teaching projects, or substantial financial 
contributions made by a number of teaching hospitals 
to the programs of their affiliated medical schools. 
Counting outside grants for special training and re- 

‘search and other funds for miscellaneous projects, 
medical schools will probably spend about $120 
million in 1952-53. 

The median operating budget of the 4-year medical 
school is $953,000. Six schools have budgets over $2 
million; 33, over $1 million. Eleven schools have 
budgets less than $500,000, but no 4-year school has a 
budget under $400,000. 

In the face of the increasing costs of medical educa- 
tion, practically no schools have been able to meet their 
budgets out of current income. In 1947-48, the med- 
ical schools had a total operating deficit of almost $10 
million. This deficit was made up by transferring 

money from the general funds of the universities, and 


from other accounts. University trustees are increas- 


Table 18.—Recapitulation of estimated funds available to 
medical schools, 1952-53 


Funds for construction and operation of major clinical facilities 
not included 


Budgeted funds and appropriations.........--- .. $80, 885, 000 
Funds for miscellaneous projects........-----+:- 1, 600, 000 
Research grants from outside agencies.......--.- 33, 200, 000 
Teaching grants from outside agencies..........-. 5, 000, 000 

$120, 685, 000 


Source: Journal of the American Medical Association, Educational 
Number, September 13, 1952. 


ingly concerned about this strain on their own financial 
programs. 

In order to have an idea of the true deficit in the 
medical schools, it is necessary to take account of 
academic deficits. Schools may manage to keep their 
doors open, but they may be short of teachers, they may 
cut down on student supervision, they may be unable 
to hold their best qualified teachers, they may limit 
research and patient services, they may use old and 
outdated equipment, and they may be unable to keep 
their plants in good repair. 

Of 41 schools recently studied by the Committee on 
the Survey of Medical Education, only two or three 
measured up to their full potential. About half were 
doing a fair job but the rest were not offering a satis- 
factory education. Many schools were particularly 
weak in their handling of such subjects as human ecol- 
ogy, preventive medicine, and psychiatry. 

In 1947-48, the medical schools estimated that they 
would have needed to spend about $30 million more to 
cover unmet operating needs. The total deficit of the 
medical schools, therefore, was not $10 million; in 
effect, it was nearly $40 million. 

According to a recent Public Health Service survey 
of the financial status and needs of medical schools, 
privately supported schools are probably in greater dif- 
ficulty than publicly supported ones. Since 1949, three 
schools have switched from private to public support. 
Most new 4-year schools are publicly supported. As 
privately supported institutions are generally more free 
to experiment, the place of the private school must be 
kept secure. Its leaven in education is essential. 


Problem of Faculty Salaries 


The problem of faculty salaries for both clinical and 
preclinical staffs urgently needs further examination. 
Most preclinical faculty members, who teach the first 2 
years, depend entirely upon their salaries. Their rates 
of pay are generally higher than those in other faculties, 
which creates a problem in university management. 
But they are still not high enough to attract physicians 
from better-paid posts in private clinics, industry, and 
Government. 

Salaries for clinical faculty members, who teach the 
last 2 years, are rarely large enough to hold competent 
men and women. The common practice is to let clinical 
teachers supplement their pay through private practice. 
Sometimes the private patients are fitted into teaching 
and research; more often they are not. In some 
schools, the income from private practice goes to the 
school, but in most schools the teacher keeps what he 
earns. This method of solving the salary problem can 
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have two unfavorable consequences. First, the school 
may be tempted to appoint faculty members for their 
earning capacity rather than for their teaching ability. 
Secondly, the regular teaching and research work is 
likely to suffer. 

Fortunately, many topflight private physicians 
volunteer for part-time teaching. A survey by the 
Office of Defense Mobilization and the Association of 
American Medical Colleges showed that in February 
1951 some 11,630 out of 15,563 medical school faculty 
members were part time, and that most of them were 
volunteers. For all schools, they accounted for two- 
fifths of faculty time. In some schools they furnished 
as much as 80 percent of such time (Figure 31). 

Academic deficits would be much more serious than 
they are if it were not for this part-time service. Among 
other things, teachers in active practice bring ideas and 
information into teaching that cannot be supplied by 
any other group. But any school that depends entirely 
upon this group for clinical teaching will miss ideas 
and information that can only be supplied by full-time 
faculty. A fair balance between the two groups is 
essential. 


Past and Present Sources of Revenue 


Fifty years ago medical education in this country 
was reborn and revitalized largely through generous 
private financial support. Most of the money needed 
was raised by schools themselves with help from the 
communities in which they were located. 

By 1947-48, less than a third of the basic income of 
medical schools came from endowments, gifts, and 
private grants combined. The largest proportion of 
basic income, almost half, was derived from State 
and city appropriations and university transfers. 
Considerably less than a quarter was furnished by tui- 
tion and fees. For separately budgeted research, 


Table 19.—Sources of income of 4-year medical 
schools, 1949 


Percent 
All ‘4-year schools... uaa ee eee ee 71. 4 
Basic income. een eee anes eee ee 52. 4 
State and city appropriations and university 
transfersiles Ohe AP Weve OIG en 24.1 
‘Tuition and). fees2e8 see ee 12.0 
Gifts| and. -prsinite tes ye coe fee Ee 6.9 
HMndownaent ancome see. ee see eee 6.7 
Miscellanieopis H22ee ture peat oe eee 2.8 
Separately budgeted research________.____________ iro 
Federal grants and contracts_______._....__.- 8.0 
Other sources 314 2:9 0ee eee 2 Son 9.1 
Separately organized postgraduate education______ 1.9 


Sources: Public Health Service. Financial Status and Needs of Medical 
Schools. Part II of a Report by the Surgeon General’s Committee on Medical 
School Grants and Finances. Public Health Service Publication No. 54 
(Washington, D. C., 1951). 
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almost half the funds were provided by Federal grants 
and contracts. 


Possible Economies 


In 1951, the Commission on Financing Higher Edu- 
cation questioned whether maximum use is being made 
of classrooms, laboratories, and expensive equipment; 
and whether there is unnecessary or duplicating in- 
struction. 

The answer does not necessarily lie in reorganiza- 
tion of curriculum, which many schools have now un- 
dertaken. Such reorganization is as likely to increase 
as to reduce the costs of the schools. 

It would probably be undesirable for medical 
schools, as some have suggested, to economize by con- 
fining themselves to teaching undergraduates. It 
would be possible for schools to curtail research, aban- 
don postgraduate teaching, discontinue their functions 
in training other health personnel, and limit patient 
services to the minimum essential for undergraduate 
teaching. But while these drastic economies would 
enable many schools to halve their faculties and reduce 
administrative and maintenance costs, the quality of 
education would likewise be cut. Competent faculty 
members would leave if they lost the opportunity to 
combine research and patient care with all levels of 
medical education. 

Perhaps one of the most realistic and practical means 
of economizing is regional organization. Instead of 
attempting to establish or support their own medical 
schools, States with small populations and meager fi- 
nancial resources can pay near-cost tuition for their stu- 
dents in public and private schools already established 
in the area. This price is much greater than normal 
tuition fees (which, on the average, cover about 22 
percent of the total cost) but is much less than the cost 
of building or operating a separate institution. 

Aside from economy, there are two important advan- 
tages in regionalization. First, the existing schools can 
use the payments from neighboring States to strengthen 
their educational programs. Second, the geographic 
barriers which many State schools have raised in re- 
cent years can be lowered. This means selection 
of better classes from a larger number of applicants 
and a broader educational experience for the students 
through association with classmates from different 
States. 

Fourteen Southern States have been successfully 
operating a regional plan for several years. Eleven 
Western States and 2 of the territories are now organ- 
izing a second plan, and a third is being considered in 


New England. 
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Possible Ways of Increasing Income 


If medical schools are to solve their financial prob- 
lems without sacrificing the extent and quality of medi- 
cal education, they will probably find it necessary to 
increase their income as well as to economize. At 
least seven possible methods of adding to income de- 
serve consideration: 


1. Derive more revenue from the sale of medical and 
hospital service. 


Several medical schools derive a tidy income from 
charges for medical and hospital service, but this plan 
can be followed only under certain conditions of organ- 
izational practice. 


2. Relieve the medical schools of the burden of 
financing teaching hospitals and clinics. 


University funds are frequently used to cover the 
heavy expense of teaching hospitals and clinics. 

Some of this deficit could be avoided if patients, 
communities, and organizations that purchase hospital 
and clinic service would accept responsibility for com- 
plete support. State and local governments might in- 
crease their support for both private and public insti- 
tutions. Blue Cross, Blue Shield, and other insurance 
plans might change their regulations so that teaching 
institutions would receive full benefits. But this is not 
likely to solve the whole problem. 

Medical school support of teaching hospitals is some- 
times defended on grounds that costs are generally 
higher in teaching than in nonteaching hospitals. Thus, 
laboratory expense may run higher in teaching hospi- 
tals because extra laboratory tests are made in the in- 
terest of teaching. More may be spent for expensive 
new drugs and therapeutic procedures. The patient 
with a difficult and costly diagnostic and treatment 
problem is apt to go to the teaching hospital. All 
teaching hospitals have social service departments. 
House staffs of teaching hospitals are likely to be larger 
than in other hospitals. Senior staff members are 
usually involved in research, which requires extra staff 
and facilities. 

Also, nearly all teaching hospitals have outpatient 
departments, whereas nonteaching hospitals may or 
may not. These departments are expensive, practically 
never pay their way, and should be reckoned as a 


" separate cost—not included in hospital costs. The por- 


tion of outpatient cost that is comparable to similar hos- 
pital expense (administration, housekeeping, labora- 
tory, pharmacy, nursing, social service, and house staff) 


should be borne by the communities served. But be- 
cause the outpatient department is an indispensable 
training facility for students, support by the medical 
school is warranted. 

Unfortunately there are no reliable data on the 
comparable costs of teaching and nonteaching hospi- 
tals. Some of the main items of expense, including 
board, room, nursing and housekeeping supplies, should 
be no higher in a teaching hospital than elsewhere. 
Teaching hospital wards serve as laboratories for 
medical schools, but the hospitals have the assistance 
of unpaid medical students in caring for their patients. 

While a just allocation of costs between school and 
hospital will not easily be achieved, a fair formula 
must be found so that the over-all deficits in medical 
education can be dealt with realistically. 


3. Relieve the medical schools of the burden of the 
indirect costs of research, especially research supported 
by nonuniversity money. 


Private and governmental grants for research 
quadrupled from 1941 to 1948, rising from $3,520,000 
to $15,951,000. The influx of private and government 
grants has created sizable research programs in many 
schools that had previously been able to contribute 
little or nothing to the progress of medicine. 

Schools are being intellectually enriched by the ex- 
pansion of research. The hands and brains essential 
to continued progress are being developed. 

But the stepped-up research program has added to 
the financial worries of the medical schools. The dean 
of one leading school reports that several millions in 
grants were reluctantly declined because his school is 
already research poor. The reason is that research 
grants cover only part of the costs. They usually pro- 
vide for supplies, equipment, and clerical and technical 
help. Salaries of scientific personnel may also be in- 
cluded. But the medical school must meet the indirect 
costs: space, fixed equipment and over-all administra- 
tion, which includes salaries for senior investigators 
and accounting and other administrative services. 

Most granting agencies add only 5 to 8 percent to 
their grants to help schools meet these indirect costs 
and some allow nothing. 

Dr. Harry M. Weaver, research director of the Na- 
tional Foundation for Infantile Paralysis, has sug- 
gested that the medical schools bear 10 percent of the 
total cost of any research project. The rest would be 
paid by the granting agency. His study of 91 grants 
shows that indirect costs were 13 to 155 percent of the 
amount of the grant, the percentage varying inversely 
with the size of the grant. 
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Another sorely needed improvement is a realistic 
term of life for research grants. 


4. Further increase in tuition. 


Under the regional plan as practiced in the South, 
medical schools get the usual resident tuition fee from 
out-of-State students plus a contract payment from 
each student’s home State. The total equals the full 
cost of tuition. 

One Western school has been charging near cost for 
nonresident tuition during the past 5 years. Most of 
the nonresidents have come from two neighboring 
State universities under a contract similar to the South- 
ern regional plan. The extra income has enabled the 
school to enlarge and modernize all its preclinical de- 
partments and to add to the faculty. 

But it would be impractical to require all students 
to pay the full cost of education, four or five times more 
than present tuition rates. The average tuition fee for 
1952-53 is already 65 percent higher than the 1939-40 
rate. Many students even now must go heavily into 
debt to complete their training. 

If students from low-income families are not to be 
excluded from medical schools, any increase in tuition 
would have to be matched by a considerable increase in 
scholarships. But the medical schools themselves would 
not be able to provide many such scholarships without 
offsetting much of the financial gain from increased 
tuition. 


5. Increase appropriations from State and local 
governments. 


Schools supported by State and city governments are 
already getting increasing amounts of money. In 194] 
these schools received 50 percent of their total income 
from government; in 1948, the amount was 75 percent. 
This trend is encouraging. 

Fewer private schools receive substantial State and 
local government aid, and probably will continue to 
look mainly to private sources for help. Most city 
charters and State constitutions prohibit appropria- 
tions to private institutions. Many schools themselves 
eschew government assistance because they fear that 
financial aid will be accompanied or followed by re- 
strictive governmental control. But private schools 
have had increasing support from State and local gov- 
ernments, and might have more. A practical means 
might be cost-tuition scholarships or direct purchase 
of educational service on a per-student basis. 


6. Increase gifts, grants, and endowments. 


Although private schools received more money in 
gifts, grants, and endowments in 1948 than they did in 
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1941, these funds have been shrinking as percentage 
of total income. In 1941, about 35 percent of total in- 
come came from endowment interest, but 7 years 
later, although endowment capital had increased 21 
percent, endowment interest was only a little more than 
20 percent of total income. This was caused partly by 
lower interest rates but mostly by the fact that medical 
schools have increased funds from other sources. 

Publicly supported schools have always received a 
much smaller percentage of their income from gifts, 
grants, and endowments than have private schools. 
However, even that percentage has been growing 
smaller. 

It is hoped that the recently organized National Fund 
for Medical Education and the American Medical Edu- 
cation Foundation will be able to increase markedly 
the contributions to medical schools. Both founda- 
tions are encouraging corporations, organizations, and 
individuals to make regular annual gifts, with no 
restrictive strings attached. 

Unrestricted endowment funds are desirable because 
the annual interest probably gives the medical school 
more long-range financial stability than any other 
source of money except perhaps earmarked taxes. 


7. Subsidy from the Federal Government. 


Notwithstanding their qualms about any form of 
Federal aid, the medical schools would probably accept 
Federal money on a continuing basis if they could be 
assured that it would be entirely free of Federal con- 
trol. This kind of subsidy would guarantee security 
for the basic teaching, research, and service programs. 

Federal aid might be made available to the schools 
indirectly, through subsidies to students. 

Support might be increased for specific teaching pro- 
grams. The National Institutes of Health now offer 
about $50,000 a year to each of the 4-year medical 
schools for teaching in the fields of cancer, mental 
hygiene, and cardiovascular disease. These grants are 
made annually on the basis of approved applications 
and the availability of funds. Government supervision 
has been limited to seeing that the funds are used for the 
designated purposes. Useful though these grants have 
been, they do not conform to the conditions that repre- 
sentative spokesmen for the medical schools believe 
are necessary for larger amounts of Federal aid: i. e., 
regular appropriations of substantial sums without any 
control. 

Land grant colleges have benefited from Federal aid 
under the Morrill Act of 1862 and its amendments, but 


no plan for broadening this type of long-range support 
has been seriously considered. 


In Senate Bill 337 in the 82d Congress, it was pro- 


; 


posed that medical schools be given a bonus for each 
student above average enrollment. In its original form 
the bill was acceptable to all but the schools that oppose 
Federal aid under any conditions. 

Another proposal is that Congress provide matching 
funds, similar to those for hospital construction under 
the Hill-Burton Act, for schools that wish to expand 
or modernize their plant and equipment. Under such a 
scheme schools would have only to beware of finding 


themselves with excellent facilities but too little money 
to operate and maintain them. 

Some medical educators would avoid Federal sup- 
port under any circumstances because of the risk of 
undue Federal control. Others would like to explore 
thoroughly all possible alternative solutions before 
agreeing to Federal aid. But many believe that it is 
now the only realistic and immediate answer to the 
schools’ financial difficulties. 


GENERAL PRACTICE* 


Introduction 


In spite of remarkable developments in hospital con- 
struction and specialist services, the general physicians 
of the Nation are still, and will continue for many years 
to be, responsible for the greater part of the medical 
care of the people. There is no question that the more 
than 95,000 physicians who are doing general practice 
are the key to the whole medical program. 

The general physician, or “general practitioner,” 
remains responsible for three-fourths of the total pedi- 
atric and obstetric care and a great deal of the surgical 
care. With a calculated shortage of 15,000 psychi- 
atrists it is reasonable to assume that the general phy- 
sicians are carrying responsibility for the greatest part 
of such psychiatric service as is being provided today. 
Without the benefit of figures, it is reasonable to assume 
that the general physicians are providing the majority 
of the medical care in such fields as gynecology, der- 
matology, and urology. 

Despite the fact that there are now more than 12,500 
full specialists in the broad and basic area of internal 
medicine, no one would seriously dispute that general 
physicians carry responsibility for most diagnosis and 
treatment in this field. In certain parts of the country, 
particularly rural, ‘they are virtually entirely respon- 
sible. Today, over a third of the entire United States 
population lives in places where this is the case. 

In fact, only in such highly developed specialties as 
neurosurgery and chest surgery is the general physician 
free from major obligation and responsibility. 

Faced with this enormous responsibility, general phy- 
sicians have adapted themselves to meet it as best they 
can in the many and various circumstances in which 
they find themselves placed. Accordingly, the ways 
of general practice are almost as many and divergent 


1The following analysis of the role of the general physician and the 
account of the field covered by this important contributor to the medical 
services in the United States has been prepared by Dr. Donald Clark, a 


general physician and member of the Commission. 


as the ways of life of the people who inhabit the United 
States. It is no more possible to generalize about the 
work of the general physician than it is to generalize 
about life and customs in the great cities like New York, 
San Francisco, and Chicago, and life and customs in 
the Kentucky foothills, or in the villages of New 
England. 

But just as it is possible to classify certain ways of 
urban and rural life, so it is possible to demonstrate 
specific patterns of general practice which have de- 
veloped with these various ways of life. 

If the problems of general practice are to be under- 
stood, and the benefits and hazards which it offers the 
majority of the people who have to depend upon it as 
their chief medical resource are to be appreciated, it 
is first necessary to understand these various patterns— 
how they have arisen, why they are maintained and the 
chief factors which control the nature and quality of 
the medical service they provide for the people they 
serve. 

The problems of the general physician are com- 
pounded many times by the economic and social prob- 
lems of the people he serves. The fees he can com- 
mand cannot be more than his people can afford and 
from his earnings must be provided the facilities which 
will enable him to do his work properly. These facili- 
ties are no less costly if his maximum fee is $5 than 
they are if his maximum fee is $25. Similarly, if he 
is to do his work conscientiously and safely, the doctor 
commanding the $5 fee must spend the same time with 
his patient as the doctor commanding the $25 fee. The 
average income of specialists is about 50 percent higher 
than that of general physicians. These facts cannot be 
easily rationalized and the general physician has had to 
resort to professional and personal compromise, as a 
doctor and as a human being who desires a self- 
determined standard of life and work. These not 
always pleasant facts must be constantly borne in mind 
as general practice is considered. 
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The above considerations probably have significance 
in regard to the paucity of literature dealing with gen- 
eral practice. There is virtually no accurate or detailed 
descriptive material or statistical material, although 
there is a considerable volume of speculative and sub- 
jective writing about what the role of the general 
physician should be. 

In the absence of reliable published data, the follow- 
ing account of general practice is based on eye-witness 
observation and verbal accounts from a number of 
active general physicians and otherwise competent and 
experienced observers of general practice. 


Three Varieties of General Physicians 


There might be several ways of breaking down the 
supply of general physicians into specific categories, 
but attempts to define subdivisions have been conspicu- 
ously unsuccessful. However, just about all general 
physicians fall into one of the following categories 
which have been adopted for the sake of convenience. 

We begin with the personal physician. He has only 
recently been given this name but perhaps he resembles 
what we have always thought of as the old family doctor 
or the old-fashioned general practitioner. 

Ideally his first and most important function is a 
profound personal interest in his patients and his com- 
munity. Heretofore his hospital training has consisted 
of one or two years of a rotating internship. When he 
has been inadequately trained, he may have attempted 
to correct the discrepancy by postgraduate work. He 
may have many hospital patients or none, but he is on 
excellent terms with his consultant and he attends 
hospital meetings. 

He reads his journals, he attends his county and 
State medical meetings, and he may become interested 
in one of the ancillary sub-fields encompassing a small 
part of this field by post-graduate study. He does this 
because of the community’s needs in some field, and his 
own interests. 

He can diagnose and treat approximately 80 percent 
of the illnesses with which he is faced. He employs 
specialists whenever necessary. 

If he does not feel frustrated, if he is not bored by 
working at a rather low technical level, he can have a 
wonderful life with fewer professional worries and 
perhaps more time for living than physicians in other 
fields. 

No attempt has been made to indoctrinate and edu- 
cate this type of physician early in his career. He 
seems to reach his peak by instinct. Assuming that he 
is practicing at a high level, he is the delight of the 
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specialists, perhaps partly because there is very little 
overlapping of fields. His work is conducted at a 
minor level over many fields. He is admired and loved 
by his patients. 

The second type of general physician is the general 
practitioner-internist. He might be the exact dupli- 
cate of this individual just described, except that he 
has major training in the field of internal medicine. 

Sometimes he is trained as far as the assistant-resi- 
dency level in internal medicine. The suggested pro- 
gram is 1 year of a rotating internship and 2 years of 
training in internal medicine. In this group are occa- 
sionally found men who have had 2 years’ training in 
internal medicine but who have dropped out before 
internal rotation. Such men may not have their Boards 
in internal medicine, but they have had a year or more 
of residence in the field at a recognized hospital. 
They are probably the technical superiors of the first 
group, although they continue to operate as personal 
physicians. 

The third category is called the general physician- 
specialist group. 

These cannot be described as personal physicians 
because they are giving so much time to their specialties 
that they can no longer give enough continuous personal 
care to the patient to fall under the definition of per- 
sonal physician. 

At the turn of the century almost all specialists came 
from the ranks of the general physicians—they arrived 
at specialist status as the result of years of hard work, 
diligent self-education, “apprenticeship” and some- 
times courageous “experimentation.” 

The same “evolutionary” process is going on today 
in many rural, semirural areas, and occasionally urban 
areas. It results in the production of many thousands 
of general physician-specialists, including G. P.-anes- 
thesiologists; G. P.-obstetricians; G. P.-pediatricians; 
and, that center of so much professional controversy, 
G. P.-surgeons. 

Many of these general physician-specialists, what- 
ever criticisms may be levelled at their performance, 
have raised the standards of medical practice in their 
communities. These doctors have been and will con- 
tinue for a long time to be the products of necessity. 
Communities which cannot, for economic or popula- 
tion reasons, support qualified specialists are frequently 
well served by general physician-specialists. 

While the general physician-specialist may represent 
a transitional phase on the road to total specialization, 
it must be recognized that this phase is often a long 
phase, in some areas perhaps permanent. 


General Practice in Different Types of 
Communities 


Each of these three types of general physician falls 
into reasonably definable socioeconomic-professional 
situations. Broadly, there are two patterns of prac- 
tice—urban and rural. While they have certain things 
in common, there are many points of dissimilarity. 


The General Physician in Upper and Middle 
Income Urban Areas 


The urban physician, surrounded as he is by readily 
accessible consultants and laboratory and _ hospital 
services, rarely covers the broad scope of work or as- 
sumes the same level of responsibility as his rural 
counterpart. 

The scope and nature of the urban general physi- 
cian’s work is in great part determined by the financial, 
social, and educational status of his patients. 

The general physician-internist with Board qualifi- 
cations in internal medicine represents the highest de- 
velopment of general practice. 

The true general physician-internist is rather rare. 
The consultant-internist seeing only patients who, after 
a particular episode of illness, return to their own 
family physician, cannot be considered as a general 
physician. 

The general physician-internist is centered mainly in 
cities and large towns and serves an upper and middle 
income clientele. This is to be expected as the type 
of work he does is time-consuming and accordingly 
expensive. He usually works in well-equipped, well- 
staffed offices; he has good hospital connections, keeps 
good records and does a high level of diagnostic work. 
The scope of his work is definitely limited to internal 
medicine, for the most part on adults. This is particu- 
larly so in situations where the specialty of pediatrics 
is well established. He does no obstetrics and no sur- 
gery. His intrusion into other specialized fields is very 
limited, e. g., gynecology, dermatology, or radiology. 

With regard to radiology, he may use the fluoroscope, 
and possibly take plain X-rays of chests, but will not 
go beyond these limits. He may do his own electro- 
cardiography, possibly his own basal metabolism 
studies, and the usual routine lab tests on blood and 
urine. 

He sets his own limitations on intrusion into spe- 
cialty fields and there is little pressure on him to over- 
step these boundaries. In the main, his patients can 
afford to purchase specialty services as recommended 
by him. Where this is not possible, his connections 

usually enable him to obtain such services in their 


behalf. 


Such a physician usually works by hourly appoint- 
ments and so can take good histories and do full and 
thorough physical examinations. The greater part of 
his practice is office rather than home visiting. He 
can also devote considerable time to hospital work, 
clinical conferences, reading, etc. 

This type of general physician-internist can function 
only in such places or communities as can afford to 
support this relatively expensive form of practice. 

The part-general physician, part-consultant internist 
represents the half-way house between what has been 
described above and what might be described as good, 
urban general practice in better income areas. 

The consultant section of his work is handled in the 
manner previously described, sometimes in an office 
different from the one in which he conducts his general 
practice. There is frequently a big differential be- 
tween his fee-schedules for consultant service and gen- 
eral practice. 

His general practice may or may not be conducted 
on an appointment basis: if appointments are made, 
they are usually for 15 or, at the most, 30 minute 
periods. 

The scope of his work differs from that of the full- 
physician internist mainly in that pediatrics may form 
a larger part of his general practice, and that he may 
do considerably more home visiting. The scope of 
his radiological and laboratory work is much the same, 
but the volume may be greater. 

In the fields of gynecology and dermatology he may 
attempt to carry his diagnosis and therapy a little 
farther, particularly in dermatology. In gynecology 
he might, for example, cauterize a cervix or attempt to 
replace a retroversion.. He may also be equipped for 
minor surgery such as simple suturing and opening a 
superficial abscess, although he would undertake no 
major operative procedure. He rarely does obstetrics. 

The well-trained internist who finds himself with a 
dual practice such as this will frequently express dis- 
satisfaction with the general part, and his drive and 
direction is towards consultant status. The general 
practice phase is usually regarded as little more than 
a means to an end. 

The general physician and the general physician- 
specialist (other than internist) may have a broad 
range of practice within the upper middle income areas 
of cities and large towns. 

The difference in individual office setups is very 
great—all the way from two rooms, one for waiting 
and one for consulting and examining, to quite elab- 
orate setups of clinic proportions, with two consulting 
rooms, three or four examining rooms, and an X-ray 
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THE SCOPE OF GENERAL PRACTICE 1952? 


1. Medicine: 
Diagnosis of all common ailments 
Treatment of most common ailments not requiring 
hospitalization 
Treatment of straight-forward illness capable of 
being handled in small hospitals 


2. Pediatrics: 
Diagnosis and treatment of all common ailments 
not requiring hospitalization 
Immunizations and vaccinations 
“Treatment” of behavior problems 


ow 


. Obstetrics: 
Antenatal care 
Normal deliveries 
Simple instrumental deliveries 
Difficult instrumental deliveries 
Caesarian section 


4. Dermatology: 
Diagnosis and treatment of common skin ailments 
Diagnosis and treatment of all skin ailments ex- 
cept the intractible after empirical treatments 


have failed 


on 


. Surgery: 

a. Minor: 
Simple suturing 
Superficial abscesses 
Deep abscesses 
Lipomas, verruca, etc. 

5. Major: 
Appendectomies 
Herniorrhaphies 
“Proctological” surgery 
Veins 
Gall bladder surgery 


1 Under each major heading, items are arranged, in general, in 
order of diminishing frequency of importance in general practice. 


and dark room with a small laboratory. Some physi- 
cians may work entirely alone while others may em- 
ploy a secretary-receptionist and a nurse, or occasion- 
ally more than this. 

It is not possible to state precisely how many general 
physicians assume responsibility for a particular scope 
of work, nor is it possible to say exactly what propor- 
tion work under satisfactory conditions, Absolute 
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.c. Gynecological: 
Cystoceles 
Rectoceles 
Uterine displacements 
Oophorectomy 
Hysterectomies 
d. Urological: 
Cystoscopy 
Cystostomy 
Prostatectomy 
Nephrectomy 
e. Orthopedics: 
Simple fractures 
Simple dislocations 
Complicated fractures 
f. Ear, nose, and throat 
Tonsillectomies 
6. Radiology: 
Fluoroscopy 
Plain X-rays of chest 
Simple fractures 
G. I. series 
Cholecystography 
Pyelography 
7. Laboratory: 
Urines 
Blood: 
Hemoglobin, red and white count 
Sedimentation rates 
Hematocrit 
Electrocardiography: 
Basal metabolism rates 
(Electro) Colorimetric chemistry 
8. Ophthalmology: 
Removal of superficial foreign bodies 
Refractions 
9. Psychiatry: 
Diagnosis of common neuroses and psychoses 
Treatment by reassurance and other supportive 
measures of most neuroses and mild psychoses. 


criteria are lacking for satisfactory conditions of prac- 
tice, e. g., adequate office facilities, adequate equip- 
ment, adequate nursing and clerical assistance, ade- 
quate hospital connections, sufficient time for history- 
taking and physical examinations, time and oppor- 
tunity for continuing education, and so on. 

If any reasonable criteria are set down, however, a 
significant number of the general physicians now under 


discussion are open to serious criticism on grounds of 
professional standards. Some of them assume respon- 
sibility for a range of technical procedures which are 
today almost universally assumed to be the province 
of highly trained and qualified specialists (e. g., major 
surgery, advanced radiology, etc.) working in highly 
developed medical institutions. Others are forced to 
do their hospital work in hospitals regarded as sub- 
standard. This has happened because the profession 
itself has decided that these men are insufficiently 
trained and experienced to carry on such activities in 
hospitals meeting approved standards. 

In the long run upgrading and standard setting for 
hospitals and specialist services will undoubtedly im- 
prove this situation, but now it is disturbing. At the 
root of the problem is the present state of general 
practice. 

Before final judgment can be passed on the quality of 
general practice, criteria such as those mentioned above 
must be established, if only in a crude form. 

However, it would seem reasonable to presume that 
in these middle and upper income areas the many gen- 
eral physicians are working more or less as internists 
(with some time devoted to pediatrics) under condi- 
tions which should permit reasonably satisfactory 
work. The chief factor leading to breakdown in 
quality is overloading and inadequate organization to 


help absorb this load. 


The General Physician in Lower Income 
Urban Areas 


In the poorer, more densely populated city areas the 
general physician frequently works alone (without 
nursing or other assistance), disassociated from his 
colleagues (specialist and general physician) and often 
without worth-while hospital privileges. Physicians in 
this group usually take care of people from birth to 
death. Some still assume obstetric responsibilities, 
though the rapid development of hospital and special- 
ist obstetrics is reducing such work. 

The conditions under which these physicians have to 
work permit only a superficial and unsatisfactory ap- 
proach to the problems of diagnosis and therapy. 
Major problems, when they are recognized, are referred 
to the hospitals and clinics in the area. 

This type of environment is not attractive to the pro- 
fessionally or personally ambitious physician. Like 
any bad environment it tends to perpetuate itself and to 
become worse. Through an inherent or acquired sym- 
pathy for the problems of the oppressed, some physi- 
cians in such surroundings do fine work in guidance 


and counselling. But many others develop a resistance 
to the appeals for assistance. 

The general physician-internist with Board qualifica- 
tions in internal medicine, as described in the foregoing 
section, cannot in this economic situation conduct the 
type of practice compatible with his skills. The ex- 
ception to this is the general physician-internist who is a 
member of some medical organization (e. g., a group 
practice or prepayment plan) which assures his income 
and gives him the time necessary to do his work 
properly. 

The mere volume of work essential to livelihood in 
a low-income area tends to destroy the true general 
physician-internist or drive him to a more wealthy 
neighborhood. Even if the young Board-qualified in- 
ternist is able to run separate office for his consultant 
work, success in consulting will probably prove in- 
compatible with a busy general practice in a low-in- 
come area. 

Much of what the average general physician does 
in the urban lower-income areas is predetermined by 
a number of factors. First and most important is the 
economic status of his patients, which requires the 
physician to provide a large volume of low-priced 
services in order to obtain a decent livelihood. 

Other important factors are the patient’s inability 
to purchase expensive specialist services which leads 
frequently to endeavors on the part of the individual 
general physician to provide them himself, and the 
greater faith of the poorer patient in the omniscience of 
his physician, both of which tempt the general physician 
to furnish specialist services himself. Finally, it is 
necessary to reckon with the resistance of many low- 
income people to charity or clinic care, frequently 
including hospital out-patient service. 

The general physician who restricts his field of work 
to internal medicine and pediatrics must see a large 
volume of patients in home and office in order to meet 
his overhead and obtain a living income. This volume 
alone frequently makes it impossible for him to do 
more than “spot-diagnostic” work based on a hasty as- 
sessment of a few obvious signs and symptoms. 

Because conscientious work under these circum- 
stances means a marked diminution in income, over- 
head costs must be kept to a minimum. Too fre- 
quently the result is a less satisfactory office, and less 
clerical and nursing assistance than this doctor’s coun- 
terpart enjoys in more favored circumstances. 

For the reasons stated at the beginning of this section, 
there are strong pressures on the general physician to 
widen the scope of his work. It cannot be said whether 
a greater proportion of general physicians in the lower- 
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income areas do work in the fields of major surgery, 
radiology, gynecology, obstetrics, etc., than do those 
in better income areas. Nor is it known how the spe- 
cialized work of practitioners in the different income 
areas compares. It can be stated, however, that physi- 
cians in low-income areas undertake any such under 
less favorable circumstances. 

The volume of work most of these doctors have to do 
lessens the opportunities for attendance at clinical con- 
ferences, etc. Baltimore and New York studies indicate 
that general physicians are poorly placed in regard to 
hospital appointments. There is reason to believe that 
this situation pertains in comparable circumstances 
elsewhere in the Nation. 


The General Physician in Rural Areas 


Rural practice similarly falls into two major 
subdivisions. 

In large rural communities serving limited outlying 
areas, general practice is often comparable to that in 
better class urban residential areas. Into such com- 
munities as are able to support them, the movement 
towards specialization is bringing Board-qualified 
internists and other specialists. The part-general 
physician, part-consultant internist is becoming more 
common in these places. 

The great majority of general physicians in such 
communities, since fewer specialists are available, are 
responsible for a wide range of work, particularly in 
the fields of general surgery, obstetrics, and gynecology. 

Hospital appointments and connections for the gen- 
eral physician in large rural communities are fre- 
quently better than they are in urban areas. Some evi- 
dence indicates that this is changing in rural towns 
where specialization is reaching a high point of de- 
velopment. In such circumstances, it is natural for the 
general physician to shift his attention from the larger 
hospitals, where he is being displaced by specialists, 
to the smaller hospitals where medical controls are, 
at least at present, not so good. 

In small rural communities serving widespread out- 
lying areas, the general physician has the broadest 
scope of work and responsibility. 

Specialization has hardly reached into the smaller 
rural communities. The general physician-specialist 
balance will probably not change greatly unless pro- 
grams for regionalization are developed that allow 
specialists to visit these small rural towns and patients 
to flow from the smaller to the larger centers of 
medical care. 

In many places the scope of work undertaken by 
the general physician is limited only by his personal 
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assessment of his own limitations. It is almost uni- 
versally agreed that, by itself, this is an unsatisfactory 
control. | 

Most physicians working in such circumstances have 
a reasonably well-equipped office. This is, no doubt, 
a measure of the responsibilities they assume and the 
status they enjoy. In poor rural communities and 
rural-industrial communities, however, office facilities 
are sometimes quite deplorable (e. g., parts of Missis- - 
sippi, Louisiana, the mining areas of Kentucky, Vir- 
ginia, Pennsylvania, and Tennessee) . 

In the great majority of small rural towns, the gen- 
eral physicians have control over whatever hospital 
facilities are available in the community. In most 
modern community hospitals, the general physicians 
themselves set reasonable limits to the scope of work 
and responsibility they assume. But in some older 
and less well-equipped hospitals, general physicians go 
far beyond the limit of their skill, e. g., undertaking 
major bowel and orthopedic surgery, giving radium 
and deep X-ray therapy, etc. 

As in other areas, the worst situations are self-per- 
petuating, while the better ones, particularly where 
there is some good medical leadership, are self- 
improving. 

In the more stable rural communities most general 
physicians seem able to provide superior family coun- 
selling and psychiatric or psychological service. 

The isolated rural physician, working alone without 
any hospital facilities whatsoever, is definitely circum- 
scribed. Too frequently his practice of medicine is 
anachronistic, being cut off from the benefits and 
sources of modern developments. Just as frequently, 
however, he is a fine counsellor to the people he serves, 
and this is no less important. 

The general physician working in true professional 
isolation is perhaps the “purest” representative of his 
type. If he is well trained and has the time and inclina- 
tion, he can be an effective, valuable, and high-level 
diagnostician. If he carries out thoroughly the routine 
described as “primary screening” and maintains fre- 
quent contact with specialists by telephone, he can 
arrive at the great majority of diagnoses with which 
he is likely to be confronted. 

On the side of treatment he is of course restricted to 
therapeutic measures not requiring hospitalization. 


General Comment 


Within any of the patterns of general practice dis- 
cussed there is a wide range in quality of service per- 
formed. Until criteria for quality have been estab- 
lished and objective assessments made against these, 


little can be said about the amount of good and bad 
practice. 

It is possible to state, however, that most general 
practice in densely populated, low-income areas is un- 
satisfactory when measured against generally accepted 
professional standards. The reasons for this are mainly 
social and economic and are in large part beyond the 
control of the individual general physician. However, 
professional developments and advances have done 
little to correct this state of affairs and something to 
accentuate it. 

This type of general practice is often to be found in 
closest proximity to teaching and large voluntary and 
municipal hospitals. These hospitals, particularly the 
teaching units, have acted to correct the shortcomings 
of general practice in territory immediately adjacent. 
It should not be necessary for hospitals, particularly 
through out-patient services, to compensate for poor 
general practice. 

Most people living in these poorer urban areas and 
depending on general practice for their main medical 
resource can look forward only to “spot diagnostic 
service.” Their one safeguard in an emergency, if 
they find their way to it, is the impersonal service pro- 
vided by hospital out-patient departments. Like their 

financially more fortunate neighbors, however, these 
people desire and are entitled to a good personal medi- 
cal service. 

For the time being they are, so far as general prac- 
tice is concerned, “second-class citizens.” 

As the general physician increases the scope of his 
work and responsibilities (particularly into the techni- 
cal fields involving surgical and radiological tech- 
niques) , training, experience, and working facilities be- 
come more and more important. Good general physi- 
cions, within certain limits, may become bad or even 
dangerous general physicians when they step beyond 
these limits. The general physicians who have the 
greatest opportunity and temptation to move into terri- 
tories beyond their capacity are those in upper- and 
middle-income urban areas and those in rural com- 
munities. 

Since there are no direct and few indirect controls 
over the scope of work these physicians undertake, it 
is to be expected that a significant number will attempt 
work beyond their real capacity thus exposing a section 
of the population to unnecessary and undesirable medi- 
cal hazards. 

Until the limits of general practice are clearly de- 
fined, established, and maintained, this will continue to 
be the case. No legitimate professional reasons exist 


for not attacking this problem as it has been attacked 
in the various specialties. 

It is sometimes claimed that the nature and quality 
of general practice differ very greatly in different 
geographic regions in the United States. Without docu- 
mentary support, it is seriously argued, for example, 
that rural general practice in the Middle West and New 
England States is different from and far superior to 
rural general practice in some Southern States. 
Claims are also made that a big differential exists be- 
tween the nature and quality of general practice in 
some of the large cities, for example, New York and 
San Francisco or Chicago and Minneapolis. These 
claims would seem to be based on more than local 
patriotism and warrant investigation and analysis. 

It is further maintained that “group practices,” in 
which have developed spontaneously in many areas and 
in which general practice forms the core, offer medical 
service superior to that provided by individual prac- 
tices in adjacent territory. These claims also need 
objective investigation. 

Earlier in this account it has been acknowledged 
that with the present grave shortage of qualified 
psychiatrists, the general physician carries a great bur- 
den of responsibility for treatment of mental illness. 
With regard to the manner in which he meets this re- 
sponsibility, two basic generalizations are possible: 

1. Few general physicians have the necessary time to 
devote to the proper handling of the psychological and 
psychiatric problems of their patients. 

2. Few general physicians have the necessary train- 
ing and experience to handle these problems properly, 
even assuming they had the available time. 

This area of general physician responsibility re- 
quires just as urgent attention as the area of organic 
illness. ; 

Much of the thinking about the problems of general 
practice tends to be negative rather than positive—it is 
concerned with what the general physician should not 
be doing rather than with what he must be doing. 

Educational trends in relation to general practice 
tend to be overly abstract. The direction is toward an 
ill-defined ideal rather than towards a practical reality 
and necessity. 

In spite of specialist developments and an increasing 
public demand for specialist services, the great demand 
of the people is for a personal medical service provided 
by the general physicians. If and when general prac- 
tice is stabilized and the individual has a guaranty that 
most general practice is good general practice, this 
demand is likely to increase. 
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A Definition of a Qualified General 
Physician 


Obstacles to Definition 


The main difficulties in defining the work of the gen- 
eral physician arise because, in what is loosely called 
“general practice,” there are so many different kinds 
of physicians doing so many different things. But with 
the work of the general physician undefined, or loosely 
defined, the lines of definition can be vaguely drawn 
to satisfy the prejudices, fears, poses, preconceptions, 
and hopes of different parts of the profession and the 
public. 

Until recently general physicians have been uneasy 
about discrimination in staff appointments, worried 
about the multiplication of boards of certification, and 
defensive about their rights in certain specialist fields, 
particularly surgery. They may have tried to avoid 
describing and evaluating the exact nature of their 
work, 

Specialists, preoccupied with their own problems, 
have had little time or inclination to think seriously 
about the man who must perform what are often con- 
sidered to be the laborious, uninteresting, and badly 
compensated chores of the profession—house calls, 
home obstetrics, badly handicapped rural practice, and 
so forth. 

Medical educators have resisted defining the field of 
general practice. Since nearly all members of med- 
ical faculties are specialists, they have little opportu- 
nity to see or work with the general physician, either 
in teaching hospitals, medical schools, or the commu- 
nity. The educator, isolated from the actual work of 
general practice, also faces the difficult problem of 
preparing a general physician for work in a field that 
touches some eighteen highly specialized areas, each 
with a separate board qualification. In these circum- 
stances, it is naturally easier to deal with the problem 
by going around it than by attempting to define it and 
meet it head on. Some educators have talked of pro- 
ducing a new type of general physician. On close in- 
spection, however, they would seem to be proposing a 
cross between the public health officer and the psychi- 
atrist who would be wholly incapable of meeting the 
practical medical requirements of the people. 

It is obvious that there are certain advantages for a 
good many groups in the medical profession if the 
nature of general practice is left undefined. There 
are other more general causes contributing to this 
failure of definition. Probably the most important of 
these is the legitimate antipathy of highly trained and 
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able men for certain professionally inadequate physi- 
cians who are classed as “general practitioners.” 


Values of Definition 


In spite of all these reasons for leaving the subject 
undefined, there are equally compelling reasons why a 
stable concept of general practice should be established. 
It is, for example, reasonable to assume that good 
young physicians may be repelled from any field with 
so ill-defined a content. Should this happen, our 
rural, semirural and small city communities would 
receive grossly inadequate medical attention. 

As long as the nature of general practice is uncer- 
tain it will be impossible for medical authorities or 
men in general practice to reach necessary agreement 
among themselves about what should be the extent of 
the general physician’s participation in certain highly 
specialized fields. It will be equally impossible to 
establish the exact level of diagnostic and therapeutic 
responsibility of the general physician. 

In general terms, until a specific definition is fur- 
nished, it will be hard to attract men to the field of 
general practice, it will be difficult to design a sound 
program for their education, and it will be almost 
impossible for them to practice as general physicians, 
with satisfaction to themselves, their profession and 
their community. 


Some Initial Considerations 


It is easy enough to say that a definition of general 
practice is necessary; it is far harder to supply that 
definition. To arrive at a useful, stable, and working 
concept of general practice it is first necessary to elimi- 
nate from consideration certain doctors at present 
First, 
there is the large group of physicians who, because of 
their initial inadequate training, or because of their 
continuing lack of curiosity, competence, or oppor- 
tunity, are prevented from working safely in areas 
beyond the fields of minor medicine, minor obstetrics, 
and minor surgery. In spite of the injustice, this 
group includes some well-meaning and conscientious 
men who have been denied the opportunity to develop, 
as well as their less conscientious colleagues. 

Second are the men who do some work in general 
practice but are primarily intent upon the development 
of a specialty. They are very useful; they may achieve 
and maintain very high standards; they may be mem- 
bers of such organizations as the College of Surgeons, 
but they cannot be brought within a stable concept of 
the general physician. The demands of their develop- 
ing specialty reduce their command over other fields 


loosely classified as “general practitioners.” 


of medicine and, especially if their major interest lies 
in the operating room with its extortionate demands on 
time, they are prevented from maintaining a deep and 
continuing interest in their patients. 

When these two large groups have been eliminated 
from consideration, there remains a type of physician 
who may be brought within the concept of a properly 
qualified general physician. This physician, who has 
sound training in internal medicine, possesses broad 
diagnostic abilities in the field of general medicine and 
general surgery, and has at his command definite but 
limited diagnostic and technical abilities in certain 
associated specialist fields. He also possesses, as a 
result of training and desire, a deep interest in his 
patients as people and he is, by virtue of the circum- 
stances of his practice, able to combine these interests 
over a long period. 

What such a practitioner must know and what he 
must do are discussed below. Some outstanding points 
to be noted are: 

1, At least 75 percent of the work in general prac- 
tice falls into the fields of major and minor medical 
and surgical diagnosis, and major and minor medical 
treatment with undetermined overlapping into field of 
psychiatry. 

2. Certain special fields can be and frequently are 
‘omitted from general practice. (This is important in 
terms of function and education of general physician. ) 

3. Certain special fields cannot be omitted. These 
are principally psychiatry, dermatology, neurology, 
gynecology, orthopedics, otolaryngology, and urology. 
These run like a theme through all general practice. 


A Definition 


Before going into details of the full implications of 
the diagnostic and therapeutic responsibilities of the 
general physician, it is necessary to have a concise and 
explicit definition of him. 

A qualified general physician is a graduate in medi- 
cine (from an approved medical school) who after a 
specific hospital training is capable of assuming re- 
sponsibility for the following areas of medical care: 

1. The diagnosis of all major and minor medical 
and surgical conditions (except the extremely compli- 
cated and rare). 

2. The treatment of the great majority of the medi- 
cal conditions diagnosed (but only the really minor 
surgical conditions). 

3. Pediatrics to the level required for medical and 
surgical diagnosis and treatment. 

4. Obstetrics to the level of uncomplicated deliveries, 
the early recognition of abnormalities and the neces- 


sarily immediate treatment of the few unpredictable 
but potentially catastrophic emergencies that may arise. 

5. Psychiatry to a level permitting the differentia- 
tion between serious, potentially serious, and mild men- 
tal disturbances, and enabling the treatment of the last 
mentioned by intelligent support, clarification, and 
reassurance. 

The above definition, within broad limits, is specific 
in terms of function and responsibility. However, like 
all definitions which attempt to encompass a wide and 
diffuse range of activities, events or phenomena, it 
requires considerable explanation and qualification. 
What follows is offered in an attempt to bring the prov- 
ince of general practice out of the realm of impractical 
philosophical speculation and emotion into the realm 
of material reality where it rightfully belongs. 


Diagnostic Responsibilities 
Internal Medicine and Surgical Diagnosis 


Few doctors, whether medical educators, specialists 
or general physicians, will dispute the fact that internal 
medicine forms the basis of general practice. From the 


Diagnostic Problems Seen by the General 
Physician 


Serious emergencies and potentially 
serious diseases and conditions(20%) 


unctional conditions 





Routine physical 2 
examinations 
(5%) 


Jy Complicated diseases and conditions introducing 
insurmountable diagnostic probleme..........0.001% 


2/ Rare diseases and CONGITIONS.......... 0.0001 % 


Figure 36.—Types of Diagnostic Problems Seen by the General 
Physician. 
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point of view of diagnosis, the separation of “medical” 
and “surgical” conditions is arbitrary and unrealistic; 
this decision is frequently a matter of personal opinion, 
custom, convention, or prejudice. For these reasons 
the fields of internal medicine and surgical diagnosis 
are considered together in their relation to general 
practice. 

In order fully to understand the responsibilities of 
the general physician in this broad and major field of 


Internal Medical¥and Surgical Diagnosis in 
General Practice 


(Emphasizing emergencies and potentially serious illness tendin g 
to. respond to specific therapy) 





Frequency seen 


Condition (New cases) 





Acute cardiac-vascular-pulmonary condi- 


tions: 
Acute congestive heart failure......... 
fe weiee , 1 each week or 
Coronary thrombosis with infarction. . . 
: . month. 
Serious embolic phenomena, venous 


and arterial. 


Acute surgical abdominal and pelvic con- | 1 each week or 


ditions. month. 
Chronic abdominal and pelvic disease.— | Recurrent 1 each 
pancreatitis, colitis diverticulitis, en- week or month. 


dometriosis, etc. 

Serious head injuries, fractures of the 
extremities, major lacerations, etc. 

Carcinomata involving major organs.— 
(cervix, breast, prostate, colon, brain, 
etc.). 

Serious fluid and electrolyte imbalance. ... 

Infections.—Diphtheria, rheumatic fever, 
meningitis, overwhelming exiremity 
and lung infections, acute glomerulone- 
phritis, sub-acute bacterial endocarditis, 
acute laryngotrachic-bronchitis, etc. 

Diabetes.—Associated with coma about 1 
every 7 to 10 years. 

Blood dyscrasis.—Pernicious anemia, pri- 
mary thrombocytopenic-purpura, etc. 

Syphilis.—Positive serology, usual only 
finding. 

Metabolic diseases.—Thyrotoxicosis, hy- 
pothyroidism. 

Poisoning.—Attempted suicide and others. 

Infrequently seen and complicated condi- 
tions.—Unexplained congestive heart 
failure from rare type of myocarditis. 
combinations of such conditions as 
hypothyroidism and rheumatic heart 
disease with congestive failure, etc. 

Very rare diseases and conditions.—Cush- 
ings’ syndrome, pheochromocytoma, 
dermatomyocitis lupus erythematosis, 
sprue, lymphoma of abdominal viscera, 
etc. 





10-25 each year. 


.5 each year. 





1-5 each year. 
Considering 
whole group, 
1-3 each year. 
1 each year. 
Every 1-2 years. 
levery 2-3 years. 


levery 2-3 years. 





1-5 each year. 
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whole group, 
2-3 every year. 


Considering 
whole group, 
1-2 in 25 years. 
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endeavor, it is necessary to break it down into com- 
ponent parts, which can then be discussed in some 
detail. 

I. Functional conditions—Almost half the problems 
coming the way of the general physician fall into the 
category of functional conditions. This does not mean 
that they are superficial problems, undemanding of 
time and the exercise of thorough clinical disciplines. 
If anything, they are more demanding than the prob- 
lems associated with overt organic disease. The estab- 
lishment of a sound and certain diagnosis of functional 
disorder may require more thorough physical examina- 
tion and more laboratory procedures than, say, the 
establishment of a diagnosis of pernicious anemia or 
carcinoma of the cervix. 

Recognizing this, further consideration of functional 
conditions will be given when psychiatry in relation 
to general practice is dealt with. 

II. Serious emergencies and potentially serious dis- 
eases and conditions.—These are best demonstrated by 
a list of such conditions which any busy general physi- 
cian is likely to encounter in the course of his work. 
The list is restricted to those conditions likely to re- 
spond to specific surgical or medical treatment and 
is accordingly incomplete. As in the previous break- 
down, an attempt is made to indicate the regularity 
with which these conditions are likely to be encoun- 
tered. This is not offered as a true volumetric analysis, 
but merely as a probable indication of frequency. 

The diseases and conditions represented below have 
the potentiality of causing death, serious loss of func- 
tion, and long years of unhappiness. At the same time, 
however, they tend to respond to treatment. 

Approximately 80-90 percent of these illnesses as 
seen in general practice (not necessarily as seen in 
large hospitals) can be diagnosed with reasonable ac- 
curacy by a qualified general physician who takes a 
good history, does a thorough physical examination, 
and utilizes the simple laboratory facilities which should 
be available in his office or in the local hospital. 

A qualified general physician does, or should be 
able to treat (with the exception of surgical treatment) 
a high percentage of these conditions in a manner 
which would satisfy any specialist. However, with 
regard to treatment, he may need to consult with one 
of a number of his specialist colleagues, for which 
purpose he needs to have a close working relationship 
with these men. 

III. Routine and relatively minor diagnostic prob- 
lems.—As the more serious conditions discussed above 
are encountered only “once weekly” or less frequently, 
they do not constitute a very large volume of practice. 


However, many patients have symptoms which tenta- 
tively place them in this category until the seriousness 
of their condition has been diagnosed. 

Once it has been determined that a patient is suffer- 

ing from organic disease, he may have to return again 
and again for routine care throughout months, years, 
or even a lifetime. There is, in addition, a very large 
group of frequently encountered minor conditions which 
may be diagnosed at a glance or may require short 
observation. Common among these are such things as 
relatively harmless upper respiratory infections, super- 
ficial infections, many skin diseases, obvious herniae, 
lipomata, etc. 

IV. Routine physical examinations—People do not 
yet readily accept or demand yearly physical examina- 
tions, although it is possible that the time is approach- 
ing when they will. They adopt a different attitude 
regarding their children. 

As of now this group can be divided into three—the 

relatively few patients who are symptom-free yet re- 
quest physical examinations; the patients requiring ex- 
aminations for insurance companies; the occasional 
person who asks for an examination for “cancer.” 

The routine examination of the symptom-free patient 
rarely requires more than “primary screening” which 
is discussed below. Routine examination for insurance 

‘purposes is too well known to call for comment. The 
rare “cancer examination” in addition to “primary 
screening” should include sigmoidoscopy, Papanicolau 
smear, roentgenograms of lungs and heart and in cer- 
tain cases upper and lower gastrointestinal series. Very 
occasionally further laboratory studies and consulta- 
tions will be necessary. 

VY. Complicated diseases and conditions introducing 
insurmountable diagnostic problems.—Very occasion- 
ally, common conditions will occur in such atypical 
form as to defy the best of general physicians (or indi- 
vidual specialists). Similarly, multiple pathological 
conditions may present a picture too complicated to be 
resolved by any one man. 

Such cases may well require the efforts of a whole 
corps of specialists with elaborate laboratory and radi- 
ological facilities, which implies the resources of a 

“major, modern hospital. 

The general physician probably faces these problems 
with a frequency of about 1 in 1,000. 

VI. Rare diseases and conditions—Certain condi- 
tions the general physician may not have to deal with 
more than once or twice in a lifetime (e. g., Cushing’s 
syndrome, lupus erythematosis, localized amyloid dis- 

ease, etc.). The best that can be hoped for is that 
through reading, attendance at grand rounds, etc., the 


general physician will keep these conditions in mind 
and, after a very tentative diagnosis, will see that the 
patient gets to the best of medical resources. The 
final diagnosis of such rare conditions demands the 
services of consultants of great experience who have 
at their disposal unusual laboratory facilities. 

The general physician probably meets these prob- 
lems with a frequency not greater than one in ten 
thousand. 


Diagnostic Routines 


The above analysis offers a rather detailed account 
of the medical and surgical diagnostic problems with 
which the qualified general physician is likely to be 
confronted. It also suggests the frequency with which 
these may occur, and claims for him the capacity to 
deal satisfactorily with the majority of them. 

While to some it may seem naive and unnecessary to 
discuss the routines and procedures which make ac- 
curate diagnosis possible in general practice, such a 
discussion is made necessary by the confusion of 
thought about the role of the general physician in 
medical care. This is further emphasized by the con- 
troversies which center on and around the general 
physician, resulting in a whole range of claims as to his 
rights and abilities, which extend from claims that he 
is entitled and able to do anything and everything, to 
counterclaims that he is incapable of any but the most 
elementary procedures and responsibilities. | 

The diagnostic routines of general practice may be 
broken down into those termed primary screening and 
those called secondary screening. 


PRIMARY SCREENING 


In office —(a) Initial history. 
(b) Physical examination including blood pressure, 
rectal and/or pelvic examination. 
(c) Laboratory—urinalysis, white blood count, 
hematocrit. 
SECONDARY SCREENING 


1. In office—(a) More detailed history. 

(b) More detailed physical examination which may 
include such procedures as proctoscopy, sigmoido- 
scopy, examination of larynx, examination of fundi, 
fluoroscopy, X-ray of chest, Papanicolau smear, biopsy 
of cervix and skin, E. K. G., basal metabolism rate, etc. 

loods for serology taken and sent to central 
aboratories. 

(c) Laboratory. Repetition of procedures listed 

nder primary screening with more detailed blood 
microscopy and perhaps some elementary blood 
chemistries and examination of stools, 
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2. In local hospital—(a) Physical examinations. 
Examination under anaesthesia, sometimes sigmoido- 
scopy. In more developed circumstances may include 
retrograde cystoscopy, upper and lower G. I. series, 
pyelography and cholecystography. Also more exten- 
sive biopsies. 

(b) Laboratory. Blood chemistry; blood sugars, 
chlorides, N. P. N., urea, C. S. F. examinations, blood 
and urine cultures, test, etc. In more developed cir- 
cumstances, such things as serum protein, blood 
cholesterol, etc., determinations may be made. Occa- 
sionally blood serology, although this will usually be 
sent to central laboratory. E. K. G.’s and basal 
metabolism rates may be done at hospital rather than 
office. 

The great majority of diagnostic problems confront- 
ing the general physician will be resolved by careful 
primary screening. A further significant number will 
be resolved by the application of the less difficult and 
more commonly used techniques of secondary screen- 
ing and a combination of these two will meet the re- 
quirements of most people, in most circumstances. 

The general physician should have a high level of 
diagnostic responsibility. If he is to conduct practice 
at this level, he needs direct or indirect access to special- 
ists representing some 15 or 20 different fields. Indis- 
pensable among these are the roentgenologist and pa- 
thologist. The services of these two consultants should 
enable him to adequately handle the majority of diag- 
nostic problems discussed above. Even more immedi- 
ately, perhaps, he needs a first-rate laboratory tech- 
nician, the accuracy of whose work can be depended 
upon, as the well-trained general physician should 
himself be able to interpret most properly presented 
laboratory data. 

For the complicated rare conditions previously con- 
sidered, the assistance of a whole range of consultants 
may be necessary. However, there are other valid, if 
less imperative, reasons for frequent consultation. 
These include reassurance of the patient desiring 
specialist confirmation of a serious diagnosis, and re- 
assurance of the general physician who has made such 
a diagnosis. Any well-conducted general practice is a 
loosely organized but effective group practice, with all 
consulting specialists as its official or nonofficial 
members. 

There are certain specialties which play a limited 
but continuous and unavoidable role in all general 
practice. Principal among these are: gynecology, 
dermatology, otolaryngology, neurology, urology, 
orthopedics, and psychiatry. The extent and limita- 
tions of diagnostic responsibility which the general 
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physician must assume in each of these fields are 
briefly considered in the following paragraphs. 

In gynecology a good general physician must be 
capable of making a thorough pelvic examination and 
elucidating all common pathology. As well as any 
specialist, he must be capable of diagnosing uterine 
displacements, of locating and evaluating the possible 
significance of pelvic masses (not necessarily arriving 
at a final diagnosis which is frequently impossible 
without surgical exploration and biopsy), and of vis- 
ualizing vaginal and cervical abnormalities. He 
should also be able to take cervical biopsies and vagi- 
nal and cervical smears, and must have a good work- 
ing knowledge of endocrinology as related to 
gynecology. 

Within these very specific limits lies the general 
physician’s responsibilities for gynecological diag- 
nosis. In the great majority of cases this should all 
be possible in office practice. Occasionally, however, 
he may have to resort to the hospital for an examina- 
tion under anesthesia. 

In dermatology, clear delineation of responsibility 
is much more difficult. The general physician should 
be capable of diagnosing the common and typical skin 
ailments such as scabies, psoriasis, tinea, obvious aller- 
gic responses and superficial bacterial infections. 
Furthermore, he should be able to make sound correla- 
tions between skin manifestations and systemic dis- 
orders in such conditions as syphilis, herpes zoster, 
and infectious diseases such as measles and chicken 
pox. 

The diagnostic responsibilities of the general 
physician in the field of otolaryngology are very cir- 
cumscribed. He should be able to visualize the tym- 
panic membrane and the larynx and recognize abnor- 
malities in both these areas. 

He should be able to be reasonably specific about 
the state of affairs in regard to the ear, recognizing 
perforations, inflammations, and the need for myringec- 
tomy, which he should be able to perform. With regard 
to the larynx, he need only recognize an abnormal state 
of affairs in order to make reference to a specialist. 

He will, of course, be able to appreciate and assess 
the seriousness of inflammatory and erosive condi- 
tions of the throat and associated tissues. 

Neurological diagnosis has a limited, constant, and 
very important place in general practice. The saving 
of life and preservation of function frequently depends 
on accurate, early diagnosis of neurological conditions 
and others with important neurological manifestations. — 
The infrequency with which these are seen makes the 


burden of responsibility for correct diagnosis all the 
heavier. 

Urgent conditions which a general physician must 
always be ready to treat are here listed in order of 
greatest probable occurrence. 

Among the acute conditions are head and spinal 
injuries with associated bone fractures, pressures, and 
hemorrhage. (Notable in this group are simple con- 
cussion, simple and compound fractures of the skull 
and vertebral column, subarachnoid hemorrhage, sub- 
dural hematoma.) Further acute conditions are 
cerebral vascular accidents; meningitis and acute en- 
cephalitis; poliomyelitis; as well as cervical rib, 
tetanus, brachialis anticus syndrome, intervertebral 
disks, and epidural abscess of cord. 

Chief among the chronic conditions are brain 
tumor and abscess, and tumors of the cord. 

If accurate and early diagnosis can be made of the 
above listed conditions, treatment is frequently spe- 
cific, dramatic, and often life-saving. 

In addition to these urgent conditions, there is an- 
other group of neurological diseases seen occasionally 
by the general physician in which accurate diagnosis 
can lead to specific therapy which will bring at least 
some relief and improvement to the patient. The 
more important of these are: paralysis agitans, sub- 
acute combined degeneration associated with perni- 
cious anemia, epilepsy, chorea, and toxic conditions 
such as nicotine, lead, and beryllium poisoning. 

It is further reasonable to expect the general physi- 
cian to make tentative diagnosis of such intractible 
neurological conditions as disseminated sclerosis and 
amyotrophic lateral sclerosis. 

It should be reemphasized that the techniques in- 
volved in these diagnoses are neither mysterious nor 
complicated but call for accurate and careful obser- 
vation, physical examination and lumbar puncture, and 
spinal fluid examination. Mistakes of tentative diag- 
nosis in this area are inexcusable and frequently fatal. 

Urology, like the other specialties mentioned, has 
a constant, limited, and continuing place in general 
practice. The general physician must be able to diag- 
nose such common conditions as cystitis and pyelitis. 
He should be able to suspect such conditions as renal, 
ureteral, and bladder calculi. 
recognize an enlarged and otherwise abnormal prostate 
and should be able to differentiate (or take steps to 
have the differentiation made) between an inflamma- 
tory and a malignant condition of this gland. He 
should also be capable of suspecting other latent and 
possibly serious pathology, such as congenital anom- 
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He must be able to 


alies of ureter, blood vessels, etc., of the urogenital 
tract. 

In the field of orthopedics, responsibility of the gen- 
eral physician is extremely restricted. He must be able 
to diagnose simple fractures and dislocations and to 
give emergency care to more serious traumatic bony 
injuries. He should furthermore be able to recognize 
the serious or not so serious congenital anomalies and 
so be able readily to advise parents in these matters, 
He should also be able to diagnose such conditions as 
ruptured intervertebral discs of cervical and lumbar 
regions, Osgood Schlatter’s disease, Perthe’s syndrome, 
bone tumors, shoulder-arm pain based upon brachial 
anticus syndrome. 

Medical educators place psychiatry very high on the 
list of the fields in which general physicians should 
have special aptitudes and education. This is not 
surprising. It is obvious that every physician who 
acts in any capacity immediately exerts, directly or in- 
directly, consciously or unconsciously, very great in- 
fluence upon the emotions of his patients. It is ob- 
vious, also, that both the accuracy of diagnosis and 
the efficacy of care depend in considerable part upon 
the understandings provided by psychiatry. Further, 
about a third of all patients who seek assistance from 
from medical outpatient departments are suffering 
primarily from functional disease. Finally, the gen- 
eral physician, with his opportunity to maintain a deep 
interest in his patients as people, is well equipped by 
tradition and circumstance to render the kind of con- 
tinuous and understanding medical attention required 
by those suffering from functional disease. 

For all these reasons the general physcian has in- 
creasingly been assigned to duty on the right hand 
of the psychiatrist and even, as trained therapists are in 
such short supply, to act as a substitute for the psy- 
chiatrist. This may be flattering, but it is also danger- 
ous at the present state of training. It is very doubtful 
that the field of psychiatry is sufficiently developed or 
that there exists at the moment a series of sufficiently 
stabilized procedures, to permit any but the most fully 
informed and trained to practice it effectively except 
at a superficial level. This is especially true in what 
is called the field of “preventive psychiatry.” A gen- 
eral physician can be and frequently is of assistance in 
preparing young mothers for a satisfactory parent- 
child relationship; he can and does help the elderly; 
he does act effectively by support, clarification and re- 
assurance in the day-to-day doctor relationship. But 
beyond this, at present, a general physician cannot 
safely go. 
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Figure 37.—Diagnosite Responsibilities of the Qualified General 
Physician. 


Nor can the general physician be expected to deal » 


therapeutically with the more persistent neuroses or 
major psychoses. Under the present system of medical 
education, he does not know enough to do safe and 
thorough work. By the conditions of his practice and 
the nature of psychiatric therapy, he does not have 
time enough. 

Finally, there is the danger that in overemphasizing 
the concern which a general physician should have for 
functional disease, his necessary concern with the search 
for organic disease may be lost sight of. His primary 
obligation in general practice is to meet the true medical 
emergencies. Then, as best he can, he should care for 
the functional problems. Even when the symptoms may 
be those of flagrant (psycho) neurosis, the general 
physician must proceed to eliminate all organic 
disease—he must not forget that “neurotics are not 
immortal.” The experienced physician can often make 
a fairly accurate diagnosis of probable functional im- 
balance a few minutes after history-taking has started. 
He may, therefore, be bored by the prospect of a long 
and sometimes predictably unnecessary history, phys- 
ical examination and laboratory studies. But the his- 
tory, the examination and the study are indispensable; 
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Figure 38.—Therapeutic Responsibilities of the Qualified General 
Physician. 


no concern for psychiatric treatment or support can 
supplant them. 

Under present conditions, the extent to which the 
general physician can safely enter the field of psychia- 
try appears to be: (a) To make, after ruling out 
organic disease by primary screening, a tentative diag- 
nosis of the functional disease. (This can be time- 
consuming and expensive.) (b) In selected cases, to 
proceed after diagnosis with the simple therapeutic 
measures at his command, such as support, clarifica- 
tion, and reassurance. In cases of severe neurosis or 
psychoses, he must refer his patients to psychiatrists. 

As long as there is a shortage of qualified psychia- 
trists (and perhaps always) the general physician is the 
most appropriate person to make functional diagnoses 
and conduct psychotherapy to the level described above. 
However, demands of time lessen his effectiveness in 
these cases and his psychiatric education and training 
is by no means what it should be if he is to carry these 
responsibilities. 


Therapeutic Responsibilities 


With the exception of treatments involving surgery, 
the well-trained general physician should be able to 


assume responsibility for the treatment of the great 
majority of conditions he diagnoses. The other broad 
exceptions to this general rule are those conditions re- 
quiring special hospital care, notably pulmonary tuber- 
culosis and psychiatric cases. 

In this age of ever-changing and developing treat- 
ment, the general physician needs even more help from 
specialists in therapeutics than he needed in diagnosis. 
Following consultation, however, he should be able to 
supervise or carry out most therapy apart from that 
requiring rigid laboratory control. 

His responsibility for surgery should be limited to 
minor surgery, here defined as nothing more than such 
procedures as the opening of superficial abscesses, the 
closing of minor wounds with simple sutures, and 
biopsy of cervix and skin. All other surgical pro- 
cedures are regarded as major. 


Surgery 


In the definition and discussion of the qualified gen- 
eral physician, all responsibility for major surgery has 
been removed from his scope of work. This field has 
been omitted from this long-range objective of a quali- 
fied general physician, because it is generally agreed 
that the busy physician cannot give sufficient time and 
sattention to the disciplines and constant technical ad- 
vances of major surgery. Conversely he cannot con- 
duct a satisfactory general practice if he gives the re- 
quired attention to surgery. 

For a long time to come, however, the general 
physician-surgeon will have a definite role to play in 
American medicine (particularly in rural and semi- 
rural areas). It must be recognized that he needs every 
form of assistance that can be given him. 

The idea that this problem can be solved by trans- 
porting all surgical cases to the specialist surgeon (or 
vice versa) needs examination. The following cases 
selected at random point up the fallacy in this idea: 

A. Emergencies requiring such immediate interfer- 
ence that sterile instruments were not obtainable. 

1. Compressed fracture of skull. Complete ces- 
sation of respiration—returned only by elevation of 
fragments and release of blood. 

2. Perforation of placenta previa during at- 
tempted induction of labor. Almost fatal hemor- 
rhage stopped by unsterile bag. 

3. Laryngotracheo-bronchitis with respiratory ob- 
struction—operated on in hall of hospital. 

B. Serious emergencies allowing time for sterile in- 
struments, with excellent results from emergency 
surgery. 


1. Abrupto-placenta admitted to the hospital, un- 
obtainable blood pressure. 

2. Placenta previa admitted to the hospital, un- 
obtainable blood pressure. 

3. Self-neglected small bowel obstruction on the 
basis of Meckel’s diverticulum and deep volvulus, ad- 
mitted to the hospital in deep shock and irrational. 
C. Death because of lack of facilities for immediate 

surgery or lack of desired level of training of attending 
surgeon. 

1, Patient admitted with ruptured ectopic preg- 
nancy, from suburb of Boston. Patient passed 
several hospitals on her way to Boston and died in 
elevator from hemorrhage while being taken to the 
operating room. 

2. Shotgun injury of the thorax, patient bled to 
death shortly after admission to the hospital. Au- 
topsy showed no lung damage, bleeding from inter- 
castal vessels which could have been prevented by 
immediate interference by a surgeon with basic 
knowledge of thoracic surgery. 

Helicopters would not have saved these people. 
Similarly, any young doctor who has had 3 to 12 months 
of surgical training in the course of a 1- or 2-year ro- 
tating internship is not necessarily entitled and able 
to do major surgery. Every year of internship or 
residency training program requires as an equivalent, 
3 to 5 years of postgraduate training during practice to 
bring the physician up to the standard he would have 
reached by effective hospital training. 

It is possible to specify, within broad limits, the 
range of conditions which the general physician-sur- 
geon is liable to meet and should be prepared to 
handle in the rural and semirural areas where he is 
still required. These are as follows: 

Abdominal surgery.—All acute abdominal emer- 
gencies including intestinal defunctioning operations 
and simple resections and anastomoses and elective 
procedures to the same level. 

Obstetrics——Classical and low caesarian section, 
mid-forcep extractions, exploration of uterus, etc. 

Gynecology.—Total and vaginal hysterectomy. 

Peripheral vascular disease.—Ligation and stripping 
of veins, ligation and division of femoral veins, em- 
bolectomy (femoral, iliac and axillary iliacs). 

Genitourinary.—Nephrectomy, cystostomy for emer- 
gencies. 

Thoracic surgery—Thoraco-abdominal 
resection of ribs, thoracic trauma and cardiac massage. 


incisions, 


Neurosurgery.—Elevation of fragments of compound 
fracture of skull and sub-temporal decompression, if 
ordered by neurosurgeon. 
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Otolaryngology.—Tonsillectomy, 
and tracheotomy. 

Orthopedics.—Simple and compound fractures and 
dislocations as advised by specialists. 

Plastic surgery—Split, pin-point and small full- 
thickness grafts for treatment of burns and trauma. 

It should be possible to train men to this level, 
to maintain their skills and to offer the best of them 
the opportunity of progressing to full specialist status. 


myringodectomy 


Pediatrics and Obstetrics 


Two other specialty fields bear a different relation- 
ship to general practice. These are pediatrics and 
obstetrics. The difference is that in certain circum- 
stances, notably in large cities, the general physician 
can if he wishes (or sometimes, in spite of himself, has 
to) relinquish all responsibility in these areas. 

In less populous areas with fewer specialists avail- 
able, some general physicians can and do yield re- 
sponsibility for pediatrics and obstetrics to other gen- 
eral physicians. This is more frequent among the 
older general physicians. 

Where pediatrics is a part of general practice, it is 
an important part. It can constitute as much as 20-30 
percent of a general physician’s activity. Three- 
fourths of all pediatric care in this country is supplied 
by general physicians. The general physician han- 
dling pediatrics must have knowledge of feeding prob- 
lems, normal growth development and the infectious 
diseases of children. He must also have the ability to 
diagnose important potential surgical emergencies of 
infancy such as intussusception, Meckel’s diverticulitis 
and acute abdominal conditions arising from con- 
genital abnormalities, such as pyloric stenosis. How- 
ever, the additions to the areas which must be covered 
in adult medicine are few and relatively simple. 

Perhaps the greatest task, particularly in terms of 
time, of the general physician who undertakes the care 
of children is the handling of behavior problems. In 
terms of time and technique, the demands made by im- 
munization and vaccination are insignificant. 

General physicians also do the majority of obstet- 
rical work in the Nation. As a minimum, the general 
physician assuming responsibility for obstetric care 
must be able to conduct satisfactorily all uncompli- 
cated deliveries and to recognize, in advance of labor, 
the abnormal conditions of pregnancy. This pre- 
supposes careful prenatal work and the opportunity 
to send the expectant mothers, on the detection of any 
abnormality, to specialist centers before they come into 
labor. 
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Because of the never-ending combinations of unfore- 
seeable emergencies which can so easily end in tragedy 
in childbirth, the general physician-obstetrician must 
meet certain other minimal requirements. He must 
be able to control third stage bleeding (short of per- 
forming hysterectomy), whatever the cause; he must 
be able and prepared to transfuse an exsanguinated 
mother; he must be able to do (and repair well) a 
simple incision and to apply low forceps; and he must 
have a ready line of communication (telephone will 
frequently suffice) to a qualified obstetrician. 

Finally, the general physician-obstetrician should 
be prepared to devote a considerable amount of per- 
sonal attention to the expectant mother during her 
pregnancy and to give due regard to her usually nor- 
mal, but profoundly important, psychological prob- 
lems. 


Public Health in General Practice 


The over-all relationship between general practice 
and public health is both tenuous and variable. 

On the side of environmental sanitation, the aver- 
age general physician plays a very minor role or no 
role at all. He may become aware of milk or water- 
borne infections during times of major or minor epi- 
demics and may report these to public health author- 
ities. Sometimes he will notify the department of 
health of communicable diseases as required by stat- 
ute, and so set in motion certain public health meas- 
ures. Very occasionally, he may take an interest in 
such problems as food handling or industrial med- 
icine; but this is the exception rather than the rule. 

On the side of personal services in the public health 
sense (e. g., maternity and child welfare, school medi- 
cal services, etc.) he can, and frequently does, play 
a much more significant role, in the areas of primary 
screening both on adults and children, a. good im- 
munization program and conscientious antenatal work. 

In regard to health education he is undoubtedly 
potentially the best health educator. He has the con- 
fidence and trust of the people in his community in a 
degree that no other individual group, or organiza- 
tion can hope to approximate. He carries an authority 
beyond and above that of any health educator. He is 
limited mainly by lack of time to do the job properly, 
or lack of personal interest in the area that has come to 
be defined as health education. In spite of himself, a 
good part of his time and effort is devoted to this end. 

Likewise, the general physician, though limited in 
his opportunities, is potentially one of the best instru- 
ments of preventive medicine. 


The general physicians of the country, as of today, 
cannot, however, take over the work of the health 
officers. However, they can set a goal and draw 
attention to the desirability of truly personal services. 

Today, the general physician has much the same 
relation to public health as he does, for example, to 
surgery. 


Education for General Practice 


Fifty years ago the majority of general physicians 
entered the practice of medicine with only their medi- 
cal school education for a background. Unf ortunately, 
as many physicians practicing today can testify, this 
method did not as a rule produce a high type of diag- 
nostician and therapist. First a year of general or 
rotating internship was added, and later a 2-year 
rotating was thought advisable. Finally, quite re- 
cently, 1- to 3-year general practice residency programs 

have been added to the 1-year rotating internship. At 
this writing, young physicians are entering general 
practice with every conceivable type and span of 
training. This includes the formal training of 50 years 
ago, very little of which has been based upon the need 
and realities of the modern field. Most of internships 
and residencies have been designed by specialists and 
educators with only a theoretical knowledge of the 
difficult field of general practice. Much of the train- 
ing has been molded more by the necessities for hospi- 
tal services and the precedence of specialty training 
than by the needs of the general physician. 

It can be said without much fear of contradiction that 
informed and thoughtful general physicians and edu- 
cators will agree that the 1 year of rotating internship 
is totally inadequate as a final preparation for the 
field of general practice. Many others feel that the 
program of residencies and internships is devoid of 
continuity and content and has no real place in any 
teaching program. By volume, perhaps the most im- 
portant parts of general practice are internal medicinal, 
surgical diagnosis and the diagnosis of functional 
disease. It would seem to follow that the general 
physician should be trained not only in internal medi- 
cine but also in limited pediatrics and obstetrics. 

If these deductions are even partially correct, a sensi- 
ble plan for training would start with the orientation 
of the physician in the field of internal medicine. 
The present 2-year residency in internal medicine of 
our excellent teaching hospitals would be an ideal prep- 
aration for the internal medical and surgical diagnostic 


content of general practice. The internal medicine 


resident gains experience in surgery by sharing the 
responsibilities of the emergency ward and certain out- 
patient clinics with the surgical resident. 

With this firm background the education for the 
ancillary fields can be added during the third year by 
4 months of training in obstetrics and a similar time in 
pediatrics. Training in minor surgery, which should 
include the treatment of simple fractures, would make 
up the last months of the third year of training. 

The general physician should be trained in hospitals 
which have volume and a preponderance of frequently 
encountered diseases and conditions. Institutions just 
short of the highly specialized university teaching hos- 
pitals may be ideal for this purpose as more and more 
young specialists go to these institutions and keep a 
large volume of the ordinary conditions from reaching 
the more specialized university hospitals. 

There may be many other internship-residency for- 
mulae which will accomplish the same result with less 
expenditure of time. This specific plan is offered 
largely because of the demonstrable excellence of the 
2-year residency in internal medicine as training for 
the major area in general practice. 

If more and better-trained general physicians are 
desired, undergraduate medical students must be ori- 
ented during the third year by a series of lectures given 
by general physicians. During the fourth year they 
must work for 2 to 3 months with general practitioners 
in their offices and hospitals. They must also work 
with the general physicians in the environment in which 
they live and work. Furthermore, medical educators 
must bring able general physicians to work in out- 
patient departments or must go to the general physicians 
in their own office-hospital environment, to learn how 
much excellent work can be done by general physicians, 
provided they have good working relationships with 
the specialist. Only when they know the details of 
general practice will our medical school leaders make 
the changes in curriculum which may be of real value 
to the general physician and the people of this country. 


The Potentialities of General Practice 


The potentialities of the general physician as the 
key man in a comprehensive health service program 
have hardly been explered. Dissatisfaction with his 
use of advanced technical skills, particularly surgical, 
has led to attempts to bypass him. In addition to this, 
economic circumstances keeping the care of the general 
physician from many people have brought the devel- 
opment of mass techniques for diagnosis, education, and 
other elements of health service. 
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Potentially, the general physician is still the best 
physician to provide basic diagnosis and therapy, to 
prevent disease, to furnish health education and to 
promote health. Whenever possible, people look to 
the general physician rather than to impersonal agen- 
cies for these things. Few general practitioners now 
have any vital interest in preventive medicine, health 
education, or health promotion. Their interests in these 
directions are little encouraged, and time and circum- 
stances operate sharply against the development of any 
such interest. It will take much more than current 
educational techniques to resolve this problem—the 
first step in the solution is organizational. 

In all the technically and scientifically advanced 
countries, the general physician would seem to stand 
at the cross roads. The means must be found to re- 
alize his full potentialities, to develop and control these 
and to promote effective personal health service. 


Commission Recommendation 


THAL: 

1. An intensive field study of the general physician’s 
work, conditions of work, education, training, and 
economic status be made through the cooperative en- 
deavor of such authoritative bodies as the American 
Medical Association, the Public Health Service, the 
American Academy of General Practice, the Associa- 
tion of American Medical Colleges, the American Col- 
lege of Surgeons, the American College of Physicians, 
and the American Public Health Association. 

2. Educational programs for the undergraduate, 
graduate, and postgraduate student be planned to pro- 
vide the general physician with the best possible basic 
training and with continuous education throughout 
his professional life; and that hospitals and profes- 
sional groups explore ways of extending appropriate 
hospital affiliation to all general physicians. 


SPECIALIZATION 


The physician specialist is one answer to the prob- 
lems arising as medicine has become more scientific and 
complex in character. Where techniques call for great 
skill, his services are indispensable to high quality med- 
ical care. It can hardly be questioned that curative 
and preventive medicine in the United States owe much 
of their position of world leadership to the development 
of specialization. The specialist must be regarded as 
one of the most important health resources in the 
Nation. 


Number of Specialists, and Trends 


In 1949 the United States had 62,700 full specialists, 
54,900 of them engaged in private practice. A fifth 
of all full specialists were in the field of internal 
medicine. Another fifth were surgeons. Fifteen per- 
cent specialized in ophthalmology or ear, nose and 
throat. Together, more than half of all specialists were 
in these fields. 

This pattern of distribution is not the same as it was 
a quarter of a century ago. While the total number 
of specialists has grown markedly since 1923, the vari- 
ous types of specialists have increased at different rates. 
Increases have been relatively gradual, for example, 
in the fields of ophthalmology and otorhinolaryngology, 
public health and urology. They have been quite sharp 
in the fields of anesthesiology, internal medicine, ob- 
stetrics and gynecology, orthopedic surgery, and 
pediatrics. 
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Between 1923 and 1949 the proportion of all special- 
ists who were in the field of internal medicine increased 
by more than one-half and the proportion who were ob- 
stetricians or gynecologists almost doubled. In con- 
trast, the proportion in the fields of ophthalmology or 
otorhinolaryngology decreased by more than one-half. 

If the present distribution of residents in special fields 
may be taken as an indication of future trends, the 
relative numerical importance of the various specialties 
will probably continue to change. In 1950-51, almost 
half of the 1949 graduates serving in approved civilian 
hospital residences were in the fields of general surgery 
or internal medicine, suggesting that the present pre- 
dominance of these specialties will grow further. 
Only about 2 percent were in ophthalmology or 
otorhinolaryngology. 


Certifying Boards 


Although not all specialists in the United States are 
“certified,” such certification is the most readily identi- 
fiable mark of specialization. To date, the Council on 
Medical Education and Hospitals or the American Med- 
ical Association has given approval to examining and 
certifying boards for 18 specialties. 

These boards have been established gradually. The 
first, the American Board of Ophthalmology, was or- 
ganized in 1917. By 1933, boards had been added for 
otolorayngology, obstetrics and gynecology, derma- 
tology and syphilology, and pediatrics. 


In the Last 25 Years the Number of Specialists in all Fields Has Increased Strikingly But With 
Marked Differences in the Rate of Growth From One Specialty to Another 
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Figure 39.—Number of Specialists by Field of Specialty for Selected Years, 1923-49. 
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Table 20.—Number of specialists and diplomates and 
percent relationship, 1949 





F iy le Percent of 
Specialty claliste geen es ie 
1949 diplomates 
Totals steel ee 62, 688 | 32, 714 52 
Anesthesiology........---_.- 13231 472 38 
Dermatology; syphilology____| 1, 609 938 58 
' Internal medicine___._______ 12,490 | 5,396 43 
Obstetrics; gynecology_____-__ 5, 074 2, 595 51 
Ophthalmology and otorhi- 
nolaryngology___..______- 9, 224 5, 362 58 
Orthopedic surgery__________ 2, O85 tee.1, 202 59 
Pathology; bacteriology______| 1, 730 1, 444 83 
Pedlintriggtth-+.13.abocae oe 4,315 | 2,823 65 
Psychiatry; neurology_______ 4,720 | 2,932 62 
Radiology; roentgenology____| 2,866 | 2, 657 93 
Surgery. et ai 11, 127.) - 3,898 35 
Urolopy.c ss 28. oe 2,193 | 1,194 54 
Othersu< ts I AL 4,074 | 1,801 44 





Sources: 1950 Directory of Medical Specialists. A. N. Marquis & Co. 
(Chicago Ill.); 1950 American Medical Directory, pp. 12, 13, table 4. Amer- 
ican Medical Association (Chicago, IIl.). 


At present the 18 American specialty boards cover 
the following: anesthesiology, dermatology and syphi- 
lology, internal medicine, neurological surgery, ob- 
stetrics and gynecology, opthalmology, orthopedic 
surgery, otolaryngology, pathology, pediatrics, physi- 
cal medicine and rehabilitation, plastic surgery, pre- 
ventive medicine and public health, proctology, psy- 
chiatry and neurology, radiology, surgery, and urology. 

A nineteenth board, the Board of Thoracic Surgery, 
is organized as an affiliate to the American Board of 
Surgery, with prior certification in surgery required 
for certification in thoracic surgery. 

The 1950 edition of the Directory of the American 
Specialists listed some 32,700 board-certified specialists 
(or “diplomates of specialty boards”). This means 
that about half of all specialists in 1949 were certified. 
The proportion certified was highest in the fields of 
radiology and roentgenology, pathology and bacteri- 
ology, and pediatrics. Surgery had the smallest pro- 
portion of diplomates. 

Of the 32,700, about a third were divided between 
the fields of internal medicine, and opthalmology and 
otorhinolaryngology. Just under 3,900, or almost an 
eighth, were surgeons. About 2,900 were psychiatrists 
or neurologists. 

Just as some specialty groups are growing faster 
than others, so the rate of increase among types of 
Board-certified specialists has varied. Among the 
diplomates showing unusually rapid growth since 1940 
are those in anesthesiology, dermatology and syphi- 
lology, internal medicine, and orthopedic surgery. 
Members of these groups are also generally younger 
than average. Diplomates remaining relatively un- 
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changed numerically in the last 10 years include ob- 
stetricians and gynecologists, neurological surgeons, 
otolaryngologists, and plastic surgeons. As a group, 
these tend to be older than the average. 


Part-S pecialists 


In addition to the 62,700 full specialists in 1949, 
there were 23,700 part-specialists, about 23,000 of 
whom were in private practice. Devoting a portion of 
their time to general practice, more than three-fifths 
of these part-specialists were in the fields of surgery, 
obstetrics, or gynecology. Pediatrics was next in im- 
portance, with about 8 percent of the total. 


Location of Practice 


Specialists are more unevenly distributed in the 
country than are other physicians. In 1949, about 
a third of the 62,700 full specialists were concentrated 
in the Central Atlantic States, more than half of them 
in New York. A sixth were in the East North Central 
States. This pattern was duplicated almost exactly 
for the 35,000 diplomates in 1950. 

Relative to population, the Central Atlantic and New 
England States have the most specialists. In 1949, they 
had 55 and 53 full specialists per 100,000 population, 
respectively. The Southeastern States had less than 25 
and the Southwest, under 30. The range among 
States was greater, from 72 in New York to 15 in Mis- 
sissippi. In 1950, the number of diplomates per 
100,000 population ranged from 34 (Central Atlantic) 
to 13 (Southeast) among regions, and from 45 (New 
York) to 6 (Mississippi) among States. 

The ratio of specialists to all physicians varies in 
different parts of the United States. In the New Eng- 
land, Central Atlantic, and Far West States, between 
30 to 33 percent of physicians are specialists. In 
the West North Central and Southeastern States, the 
proportion is under 27 percent. 


Table 21.—Regional distribution of all physicians and 
full specialists in relation to population, 1949 





Full spe- 








Physi- path Percent 

cians per cialists of total 

Region 100,000 1 00.000 who are 

popula- 4 Hints full spe- 

tion p A oh cialists 
New England___________ 167 D2. Oo 31. 4 
Central Atlantic________ 170 Doe 32. 6 
SOULHEHSt. soe ee 94 PH be Wr 20s 6 
Bouthwedts ss Uwe ey 106 29. 3 27.6 
East North Central_____ 127 ata iy 28. 1 
West North Central_____ 125 oa PR 
Rocky Mountain________ 135 36. 9 2143 
RSPR VWIGRL Se ou 154 47.1 30. 6 








While there are differences of degree among varieties 
of specialists, the Southeastern States generally tend to 
have the least relative to population, and the Central 
Atlantic States, the most. In 17 different full special- 
ties in 1949, the only exceptions were in anesthesiology, 
industrial practice, orthopedic surgery, public health 
and urology. In public health the positions were ap- 
proximately reversed, with the Southeastern States at 
the top and the Central Atlantic States second to the 
bottom. In anesthesiology and orthopedic surgery, 
the top region was New England. In industrial prac- 
tice, the East North Central States had the most. 

More than other physicians, specialists are concen- 
trated in cities. Cities offer them essential hospital 
and other professional facilities, as well as more favor- 
able living conditions. In all cities of 25,000 popula- 
tion or more in 1949, over half the physicians in civilian 
private practice were full specialists, while the propor- 

_ tion was as low as 3 percent in communities from 1,000 
to 2,500. Part-specialists were proportionately most 
numerous in medium-sized communities, from 5,000 to 


25,000 population. 


Organization of Specialist Services 


If specialists are to serve the needs of the Nation, they 

‘must be available to the people. This includes people 

living outside the immediate area of large medical 
centers. 

It is widely agreed that group practice permits full 
utilization of the specialist under favorable circum- 
stances and at the same time provides the most medical 
services for a given amount of money. Group practice 
is especially advantageous in small and relatively iso- 
lated communities. Through organizing the use of 
their radiologists and pathologists, for example, the 
Bingham Associates in Massachusetts and the Rochester 
group in New York have made specialist services readily 
available to outlying communities where such services 
were once unattainable. 

In many places local doctors are encouraging special- 
ists to come to their communities. The Wilmington 
Hospital in North Carolina, for example, has made a 
practice of calling in outside specialists. Providing 
consultation for a week at a time, the specialists are 
enthusiastically received in the community. In some 
10 towns within a radius of 70 miles from Cincinnati, 
general physicians in the Southwestern Ohio Associa- 
tion of General Physicians have similarly obtained 
specialist services. Throughout the country specialists 
in travelling orthopedic clinics are being welcomed, 
with local doctors cooperating wholeheartedly. 


The success of plans for utilizing the services of 
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Figure 40.—Percentage Distribution of Independent Physicians by 
Degree of Specialization and Community Size, 1949. 


specialists still depends largely on the attitude of local 
individuals. In some places, unfortunately, eminent 
specialists continue to be cooly received. Where local 
cooperation is absent, plans will not work. 


Limitations of Specialization 

While a specialist is a physician who is trained for 
practice in a limited field, this should not cause him 
to lose the skill and knowledge he possessed before he 
became a specialist. At least in emergencies, he should 
be able to perform services other than those in his own 
narrow area. With increasing insistence that special- 
ists should have a broad knowledge of medicine, it is 
not impossible that the future specialist will be quite 
competent in several fields of medicine besides his own. 

Specialists might assume broader responsibilities 
than they now do. Medical knowledge in any specialty 
field and in the basic sciences which pertain to that 
field is so vast that specialists usually find it more 
satisfying to learn a great deal about their restricted 
fields than to try keeping up even with the most funda- 
mental advances in other fields. 
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OSTEOPATHIC PHYSICIANS 


The first school of osteopathy was established in 
1892. Four years later Vermont passed the first law 
to legalize practice by osteopathic physicians. Today 
more than 11,000 osteopathic physicians are practicing 
in the United States. The American Osteopathic Asso- 
ciation states that 36 States license them to engage in 
general practice, including osteopathic manipulation, 
major operative surgery, drug therapy and obstetrics. 
Licensing requirements, however, are not uniform from 
State to State. 

Although most osteopathic physicians are in gen- 
eral practice, many are in specialty practice and a 
growing number are certified by American Osteopathic 
Specialty Boards of dermatology and syphilology, in- 
ternal medicine, neurology and psychiatry, obstetrics 
and gynecology, ophthalmology and otorhinolaryngol- 
ogy, pathology, pediatrics, proctology, radiology, and 
surgery. 

Osteopathic physicians are serving on State and local 
boards of health; as county, city and town officers; as 
school physicians; as industrial physicians; as medical 
officers in the Civil Air Patrol and in the Medical Serv- 
ice of the Veterans Administration; and as instructors 
All osteo- 


pathic medical colleges are currently receiving Federal 


in the medical aspects of atomic warfare. 


grants for the improvement of cancer teaching. 
Relative to population, osteopathic physicians are 


most concentrated in the West North Central States and 
the Far West, where there are over 14 per 100,000 
compared to a national average of 7. The States with 
the most were Maine (over 23) and Missouri (over 
27). The States with the fewest were Alabama and 
Mississippi (both less than 0.5). 

The United States has 6 colleges of osteopathy, all 
of which are approved by the American Osteopathic 
Association. All require 4 years of professional train- 
ing. In the fall of 1951, 70 percent of entering fresh- 
men had B. A. degrees and 93 percent had completed 
3 or more years of college preparation. 

Among the more than 300 hospitals staffed by osteo- 
pathic physicians and surgeons, 74 are approved by the 
American Osteopathic Association for intern training 
and 15 for residency training. Most graduates take at 
least 1 or 2 years of intern training. 

In 1951-52, 1,928 students were enrolled in the 
osteopathic colleges. In 1951, the colleges graduated 
about 425 physicians, fewer than a decade earlier but 
almost 3 times as many as in 1948. 

The osteopathic physician differs from medical phy- 
sicians in the emphasis he places on mechanical manip- 
ulation as a means of treating disease and disorders. 
The osteopath places primary emphasis on strains as 
a cause of disease. He majors in manipulation to re- 
lieve these strains. 


DENTISTS AND AUXILIARY DENTAL WORKERS 


Numbers and Trends 


In 1951, about 80,000 dentists were active in the 
United States, and about 10,000 dentists were retired. 
This was less than half the number of physicians. 

From 1900 to 1930 the number of active dentists in- 
creased faster than the population, climbing from 39 
to 58 for each 100,000 population. Since then, the 
increase of dentists has lagged behind the growth of 
population. In 1951 there were only 52 dentists for 
each 100,000 people. Recently, the supply of dentists 
for the civilian population has been drained by the 
demands of the military services. - 

The white population has proportionately more than 
four times as many dentists as the Negro population. 
The ratio of dentists to population for Negroes has 
been growing steadily less favorable. At this time 
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Table 22.—Number of active dentists in the United States 
per 100,000 population, for selected years, 1900-51 














: Number of : Dentists Persons 
Year Sohne Population 

deuticis (thousands) Detain dentist 
LOOOsce5 fe LE eet 29, 665 76, 094 39 2, 565 
LE Ki ee SSL 39, 997 92. 407 43 2, 310 
FOIA CED. ae 56, 152 | 106, 466 53 1, 896 
REO Es ees ae et 71,055 | 123, 077 58 1732 
1940 2) ee OE 70, 601 | 131, 936 54 1, 871 
1940 See eee 177, 820 | 149, 149 52 Tore 
LO5O.a ek. Beers 78, 900 | 151, 689 52 1, 920 
1 Oy beers ees Ste 80, 100 | 154, 369 52 1, 930 











! The number of active dentists was derived from the total of 87,574 by 
assuming that the number of retired dentists approximated the number 65 
years of age and over. This group was estimated by using the number of 
dentists who were graduated from dental school prior to 1911. 


Sources: Bureau of the Census. Decennial Census of the United States, 
Population, vol. 4. Occupations by States (Washington, D. C., 1901, 1911, 
1921, and 1931); Bureau of the Census. Decennial Census of the United 
Alecnae pee A pate Pole OL pe Sande Force (Washington, D. C., 1941); 

ureau of the Census. atistical Abstract of the Uni 
able 1eN Washingiaat Do), S e United States, 1951, p. 11, 
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only about 2 percent of all dentists are Negroes, while 
the proportion of Negroes in the population is 10 
percent. 


Age and Sex 


The average dentist, at 44, is younger than the aver- 
age physician. There are two reasons for this. F irst, 
the training period for dentists is shorter than it is for 
physicians, and second, in the early decades of this 
century, dental schools trained even fewer students in 
proportion to medical schools. On the whole, salaried 
dentists are younger than those in private practice, and 
dentists in partnerships or associated in group practice 
are younger than those in individual practice. 

About 99 percent of all dentists in the United States 
are men; a pattern not found in all countries. 
European countries most dentists are women. 


In some 


Fields of Service 


Of the 80,000 active dentists, the great majority, 
about 71,000, were in private practice. Another 7,000 
were in the Armed Forces and some 900 were working 
full time for the Veterans’ Administration. About 
300 were employed by the United States Public Health 
Service and about 200 by State and local health 
‘departments. Most of the remaining number held jobs 
in dental schools, institutions, and industries. 

The 7,000 dentists in the Armed Forces are em- 
ployed at an authorized rate of 1 dental officer for 500 
troops. This rate is much higher than the present 
Men in the Armed 
Forces appear to need the extensive dental treatment 
they receive. But the dental manpower requirements 
of the Armed Forces should be carefully studied, and 
the scope and standards of treatment should be defined. 

In addition to the 900 dentists working full-time for 
the Veterans Administration, about 80 percent of all 
private dentists provide some services under Veterans 
Administration dental care programs. Already some 
20 million persons are eligible for such service, and 
the number is growing as men return from Korea. 
While only a small proportion of veterans has applied 
for treatment as yet, this may be related to the general 
prosperity in the country at this time. A down-swing 
in economic conditions would probably mean a sharp 
increase in applications. 


rate for the civilian population. 


Geographic Distribution 


Distributed unevenly as are other health workers, 
dentists are highly concentrated in the Northeast and 
Far West and thinly scattered in the Southeast and 
Southwest. Although the incidence of dental disease 


Table 23.—Number of active civilian dentists per 100,000 
population by region, 1949 

















Number of | Civilian Dentists 

Region civilian opulation | per 100,000 

dentists! |(thousands)| population 
United States________| 76,013 |147, 512 52 
New England!) 221.2. __!|-"6)'510 $, 313 59 
Central Atlantic. __________ 24,179 | 35, 221 69 
Southeast.) oss ae he eae | 30, 626 27 
Southwest}e2F 3/32) aay 3, 324 | 11, 005 30 
East North Central________| 16, 032 | 30, 051 54 
West North Central._______ lua’, (02,1. 13, 686 56 
Rocky Mountain___________ 1,615 | 3,306 49 
Par West . 38 po54 revise, ie 9,244 14, 301 65 








‘Includes 959 dentists on active duty with the Veterans Administration 
and Public Health Service. 


does not vary significantly in the different regions of 
the country, the ratio of active civilian dentists to 
population in 1949 ranged from 27 per 100,000 in 
the Southeastern States to 69 per 100,000 in the Central 
Atlantic States. The difference between regions is not 
so great now as it was in 1930, when the range in ratios 
was from 29 in the Southeast to 94 in the Far West. 


In Most Regions, the Relative Supply of 
Dentists Has Decreased 
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Source: American Dental Association and Bureau of the Census. 


Figure 41.—Dentist-Population Ratio for Each Region, 1920—50. 


157 


But while the Far West is now falling more into line 
with the rest of the country, a new concentration may be 
developing in the Central Atlantic States. Although 
ratios in every other region decreased between 1930 
and 1949, the ratio for the Central Atlantic region rose 
from 66 to 69 in that period. 

Taking individual States, the 1949 ratio of dentists 
to population was as high as 88 in New York and as 
low as 19 in South Carolina. Other exceptionally 
high ratios were those of the District of Columbia (84) 
and Minnesota (70); and other unusually low ones, 
those of Alabama (20), Mississippi (21), and Arkansas 
(22). These variations are not as extreme as they 
have been at other times in the last 30 years. In 1920 
the ratios ranged from 20 (Arkansas) to 98 (Oregon) 
and in 1930, from 21 (Arkansas) to 97 (California). 

Differences between small and large communities are 
even more striking than those between regions and 
States. In general, densely populated areas are far 
better supplied with dentists than are sparsely inhabited 
sections. In 1949, communities under 2,500, with 39 
percent of the total population, had less than 10 per- 
cent of the total dentists. They had only about 13 
dentists per 100,000 population. In contrast, cities of 
500,000 or more, with under 18 percent of the popula- 
tion, had over 28 percent of the dentists; and cities of 
a million or more, with less than 12 percent of the pop- 
ulation, had nearly 20 percent. With 91 dentists per 
100,000 population, the cities of a million or more had 
about 7 times as many dentists relative to population 
as the communities under 2,500. 


Specialties 


There are seven recognized specialties: Oral surgery, 
dentistry for children, orthodontia, oral pathology, 
prosthodontia, periodontia, and public health dentistry. 
Certification in any specialty requires 2 or 3 years of 
graduate or post-graduate study. 

About 8 percent of all dentists are specialists, about 
half of whom are orthodontists. About one-fourth of 
the specialists have diplomas from specialty boards. 


Workload 


According to a study made by the American Dental 
Association in 1950, the average dentist works 42 hours 
a week, 48 weeks a year and sees about 45 patients a 
week. He spends a little less than one hour a patient. 

This pattern of work varies with the age of the dentist. 
Dentists under 30 work the most weeks a year, dentists 
between 30 and 40 work the most hours a week, and 
dentists between 40 and 50 see the most patients in a 
week. For the most part, dentists over 50 work fewer 
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Patient Loads of Dentists Vary With Age 


Median No. of patients seen 
during week of april '6-22,1950 







aot FE: 


co+- Fe] Eel EE ES Be Ee 


5 ease Lawl) MESS Ma) Rees S555 
Under30 30-39 40-49 50-59 60-69 





70 &over 
age group 
Source: American Dental Association. 


Figure 42.—Number of Patients Seen Per Week by Dentists, by 
Age Group, 1950. 


weeks and hours and see fewer patients a week than 
dentists under 50, and work is reduced as age increases 
further. 

For all dentists the number of patients seen increases 
significantly when the dentist employs an assistant 
or a hygienist or both. According to the 1950 study 
the dentist who worked alone saw a median of only 
about 35 patients a week. With one employee, the 


_ Dentists With Assistants See More Patients 


Median No. of patients seen 
during week of april 16-22,1950 
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Figure 43.—Number of Patients Seen Per Week by Dentist, by 
Number of Assistants, 1950. 


Dentists in Smaller Communities See More 
Patients 
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Figure 44.—-Number of Patients Seen Per Year by Dentists, by Size 


of Community, 1949. 


median number rose to 49, an increase of 40 percent. 

_ With two employees or more, the average dentist saw 
about 60 patients a week, over 71 percent more than 
the dentist without any assistants. 

Similarly, the number of patients increased with the 
number of chairs used by the dentists. The 1950 study 
showed that for dentists with one chair the median 
was 40 patients a week; with two chairs, 50; and with 
three chairs, 58. 

As there are so many fewer dentists relative to popu- 


lation in small communities than in large ones, it is not 


surprising that the average dentist in small towns sees 
many more patients a year. In 1949, dentists in towns 
of less than 10,000 saw a median of 900 to 1,000 
_ patients a year, while those in cities of 250,000 or more 
had median patient loads of less than 600. 


Philadelphia it was less than 400. 


Income 


On the average, dentists are less well paid than 
_ physicians. 


In New 
York the median was under 290 and in Chicago and 


In 1951 the average net income of all 
dentists in the United States was $7,743, as compared 


to $12,518 for all physicians. The figure was slightly 
higher—$7,856—for dentists whose sole or major in- 
come was from nonsalaried or independent practice. 

Except in cities of a million or more population, 
dentists in larger communities, like the physicians in 
those communities, tend to be better paid than their 
counterparts in small towns. In 1948 dentists in inde- 
pendent and private practice in towns of under 1,000 
population had an average net income of just over 
$5,000, while all those in cities between 10,000 and a 
million had over $7,000. Dentists were best paid in 
cities of 50,000 to 100,000, where they averaged almost 
$8,500. 

Like the physician, the dentist has greatest earning 
power in his middle years. On the average, dentists 
are best paid between the ages of 35 and 45. 


Group Practice 


As most dentists practice alone, one-third without 
even a dental assistant, they tend to be professionally 
isolated. In contrast, the average physician regularly 
consults colleagues on difficult cases and frequently 
works in hospitals and clinics. 


Average Incomes of Dentists Vary With Size 
of Community 
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Business, Vol. 30, No. 1, January 1950. 


Figure 45.—Average Net Income of Dentists in Independent and 
Private Practice by Size of Community, 1948. 
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Group practice of dentistry offers advantages to the 
individual dentist and to his patients. The oppor- 
tunity for consultation is always athand. Consultation 
is especially valuable if one or more of the group is a 
specialist. Patients feel more secure when a collective 
opinion is given. A wider range of auxiliary personnel 
can be profitably employed. 


Future Supply of Dentists 


In the 1951 academic year, dental schools in the 
United States graduated about 2,830 dentists, while 
about 1,500 dentists died. This means that the net 
increase of dentists in 1951 was around 1,300. 

In the next few years, the number of dental school 
graduates is expected to increase, with a rise to at least 
3,000 a year for the period 1954 to 1960. Allowing 
for a normal death rate, the net total of dentists should 
increase from about 91,400 in 1951 to over 101,400 
in 1960. 

It is expected that the present ratio of dentists to 
population will just about be maintained over the next 


decade. 


Table 24.—Number of dentists (active and inactive), 1949 
estimated number, 1950-60 




















a i 2 
Year Bore 9) eo ee 

1949. 2.5. ee eee | eee 3 87, 574 
19502 2-t eo. eee 87, 574 2, 565 1, 463 88, 676 
O51 eee 2a 88, 676 2, 830 1, 501 90, 005 
1952... 8. eee 90, 005 2, 927 1, 548 91, 384 
19632 eee eee 91, 384 2, 922 1, 561 92, 745 
1954... . eee 92, 745 3, 000 1, 631 94, 114 
1955. . eee 94, 114 3, 000 1, 695 95, 419 
19562 2 ae 95, 419 3, 000 1723 96, 696 
195 72)5-.. Be eee 96, 696 3, 000 1, 764 97, 932 
1959-2 oe eee 97, 932 3, 000 1, 764 99, 168 
1950 I 2 kee see 99, 168 3, 000 1, 823 | 100, 345 
1960 cee ee ere 100, 345 3, 000 1,900 | 101, 445 


1 Using 1949 age distribution data published by the American Dental 
Association and 1949 White Male Life Tables. 

2 June graduates are included in the count for each year. 

8 This total includes dentists graduated from dental school that year. 


Sources: American Dental Association. Dental Students’ Registers (Chi- 
cago, Ill., 1950-53); National Office of Vital Statistics. Vital Statistics of the 
United States, Pt. I (Washington, D. C.); Office of Defense Mobilization, 
Health Resources Advisory Committee. 


Dental Education 
Enrollment ; 


In the 1951 academic year, the 42 dental schools in 
the United States graduated 2,830 dentists, one of the 
largest classes in the last 50 years. They had a total 
enrollment of almost 12,200. In the fall of 1951, they 
admitted 3,300 first-year students. Allowing for a 
normal drop-out, they should graduate at least 3,000 
dentists in 1955. 
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In general, college enrollments have been shrink- 


ing in recent years. The number of GI students has 


decreased and, because of lower birth rates in the © 


depression years, the number of college-age youths has 
also declined. But although dental schools have re- 
cently been receiving fewer applications, they are still 
operating at capacity. Aptitude tests taken by incom- 
ing students over the past five years indicate that pro- 
fessional ability has not dropped. 


A disproportionately large share of dental students — 


seems to come now from the East and West North Cen- 
tral and Rocky Mountain regions. These regions had 
9 to 11 students per 100,000 population in 1950, while 
the Southeast and Southwest regions had 6. Utah had 
22 students per 100,000 while Vermont, Georgia, Mis- 
sissippi, New Mexico, and Nevada had only 4. Maldis- 
tribution among regions was equally great 10 years 
earlier, although the top regions then were New Eng- 
land and Central Atlantic instead of North Central and 
Far West. 

Unfortunately, many State-supported schools restrict 
admission to residents of the State, accepting out-of- 
State students only when vacancies are left. Besides 
limiting opportunities for dental education, this prac- 
tice helps to perpetuate the uneven geographic distri- 
bution of students. 


Schools 


The 42 dental schools in the United States have 
earned international recognition for the quality of their 
professional education. But low salary scales are mak- 
ing it more difficult to recruit first-rate faculties, and 
the physical facilities of most schools are inadequate. 
As the scope of dental education has been broadened 
in the past decade, this is happening at a time when 
greater demands than ever are being made upon fac- 
uties and facilities. 

Unlike medical schools, dental schools must do more 
than provide complete undergraduate academic train- 
ing, short post-graduate or refresher courses, and grad- 
uate training for certification in the recognized special- 
ties. They must provide clinical experience, which 
medical students receive in hospitals affiliated to their 
schools. They must also train auxiliary workers 
(dental assistants, dental hygienists, and, in some cases, 
dental laboratory technicians), another function that 
the hospital performs for the medical school. 

All of the 42 dental schools are associated with 
recognized educational institutions and all but 1 are 
accredited by the Council on Dental Education of the 
American Dental Association. This one has not yet 
been inspected for accreditation purposes because it 
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Figure 46.—Dental Schools of the United States, 1951. 


is so new that its clinical departments are just beginning 
to function. 

The entrance requirement for dental school is gen- 
erally 2 years of college training, but many schools 
are giving preference to applicants with 3 or 4 years 
of college work. 

Seven new dental schools are now being established, 
mostly by State governments. Scheduled for opening 
in 1953, 1954, and succeeding years, the new schools 
will probably add 250 to 300 to the current total of 
almost 2,900 graduates a year. 


Interns 


Although an internship is not required after com- 
pletion of the 4-year training for dentistry, more and 
more graduates are undertaking such internships. 
About 500 dentists are now serving as residents or 
interns in hospitals. As well as gaining clinical ex- 
perience, they help to staff the out-patient clinics. To- 
gether with the medical and surgical staffs, they have 
an opportunity to learn the value of teamwork in the 
treatment of certain difficult cases. In the case of a 
fractured jaw, for example, the dental intern, the sur- 
geon, and the patient all benefit from collaboration. 


Research 


Most dental research is done in dental schools, but its 
scope is severely limited by lack of adequate funds. 
Less than 1 percent of all funds for research in medical 
sciences is devoted to dental research. The money 
spent on dental research is less than 0.1 percent of public 
expenditures for dental care. 


Faculty 


Practically all of the Nation’s 42 dental schools are 
understaffed. In February 1951, these schools had 
about 2,860 faculty members, most of them dentists. 
Some 780 of them were employed full-time and the 
remaining 73 percent were working part-time, which 
means that the schools had the equivalent of about 
1,600 full-time faculty. But a study just completed 
by the Public Health Service and the Council on Dental 
Education of the American Dental Association shows 
that 40 schools have a total of 566 unfilled faculty 
positions, including 478 full-time posts. The most 
promising dental school graduates do not seem to be 
interested in educational and research careers. In 
recruiting faculty, dental school deans are taking “all 
we can get” and “whatever we can get.” 
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Full-Time Faculty Represent One-fourth of the 
Total Faculty Members and One-half the 
Teaching Time 
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Figure 47.—Number of Faculty Members of Dental Schools, 1951. 


In part, persons with special training and aptitude 
for teaching seem to be deterred from. taking faculty 
jobs by poor salaries. Present salaries for full-time 
professors, ranging from about $4,800 to $10,250, do 
not generally compare favorably with earnings in pri- 
vate dental practice nor with salaries paid by the Armed 
Forces and other Federal agencies. 


Dentists on Dental School Faculties Are 
Younger Than Their Physician Counterparts 
in Medical Schools 
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mittee. 


Figure 48.—Age of Faculty Members of Medical and Dental 
Schools, 1951. 
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Another factor that discourages some persons from 
teaching in dental schools is the general lack of oppor- 
tunities for research in those schools. 

Recently the shortage of faculty members has been 
aggravated by the withdrawal of young men under the 
physician-dentist draft law. Dental schools, more 
than medical schools, tend to employ considerable 
numbers of young men as faculty. Almost 570 out of 
2,820 faculty members in 1950 were under 30 and an- 
other 900 were under 40. In February 1951, 2 percent 
of the Nation’s dental school faculty had been with- 
drawn for active military service and 7 percent were 
in Priority I, liable for early call to military service. 
The proportions of medical school faculties in these 
two categories at that time were about 1 percent and 
3 percent, respectively. 

Some schools have begun to give more attention to 
the training of dentists as teachers. On the theory that 
teaching itself is a specialized profession, the emphasis 
is shifting from “what to teach” tc “how to teach.” As 
the present schools are finding it hard to finance their 
programs, some consideration has been given to the 
possibility of establishing severa] subsidized regional 
schools to train prospective dental teachers. 


Financing Dental Education 


The financing of dental education is a problem to 
the student. The average cost of attending dental 
school is high, estimated to range from $7,000 to 


Table 25.—Average cost (to the student) of dental educa- 
tion for 4 years, calculated as of April 1952 
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Source: Journal of the American Dental Association, p. 362 (Chicago, 
Tl., September 1950). 


$8,000 for the 4-year course. Even for students attend- 
ing schools run by their own States, the estimated 
average cost is nearly $6,700. Present scholarship 
funds are far from adequate and dental school facul- 
ties discourage their students from exhausting them- 


selves with full- or part-time jobs. For most young 
men from middle- and low-income families, the costs 
of dental education are probably prohibitive. 

It is also a problem to the schools. Only 3 of 
the 40 schools participating in a study recently con- 
ducted by the United States Public Health Service and 
the Council on Dental Education of the American Den- 
tal Association said they had no financial problems. 
Thirty-seven schools reported that they needed a total 
of $5.9 million for equipment and a total of $43.4 mil- 
lion for new construction. 


Need for New Schools 


In view of the shortage of dental school faculty mem- 
bers and the financial difficulties of existing schools, it 
will probably be unwise in most cases to establish new 
schools in order to increase the supply of dentists. It 
will doubtless be best to concentrate on expanding and 
improving the present schools. But an exception 
should be made for regional schools training students 
from several States. Such schools should be estab- 
lished to provide training for young men living in areas 
where none is offered today. 


Auxiliary Personnel 


Considerable numbers of dentists still work without 
any assistance from auxiliary personnel. In 1950, 
dentists had about 62,000 full-time employees, includ- 
ing 3,600 dental hygienists, 3,300 dental technicians 
and 55,200 dental assistants. A few dentists (about 
3 percent) employed as many as three or more full- 
time personnel. Almost 9 percent employed two. But 
over a third (about 34 percent) employed none. 

* Most dentists are not trained to use assistants and 
do not understand their value. Many do not realize 
that the initial expense of hiring an assistant, adding a 
chair, perhaps enlarging the office will almost certainly 
be repaid many times over by increased income derived 
from the additional patients they will be able to treat. 

Dentists make less use of auxiliary personnel than 
doctors. While every 10 practicing physicians are 
served by about 20 nurses, each 10 dentists have only 
about 7 dental assistants. Just as the surgeon is 
trained to tise extra hands in an operation, so all den- 
tists should be taught in school to make skillful use of 
assistants. 


Dental Hygienists 


Working under the supervision of a dentist, the 
dental hygienist usually cleans teeth. Many States 
allow the hygienist to apply topical fluoride. Some 
cautious experiments have been made in permitting the 
hygienist to do simple restorative work on children, 
under the dentist’s direction. 

About 55 percent of the 3,600 dental hygienists in 
1950 were employed by private-practicing dentists. 
Most of the rest were in public health and industrial 
programs. 

In 1951 the United States had only 26 training 
schools for dental hygienists, with a total output of 
only about 630 graduates a year. The schools were 
not well distributed geographically, most of them being 
on the west coast or in the New England area. 

Most of them associated with a dental school, the 
dental hygienist training schools offer two types of 
curriculum: a 2-year program meeting the minimum 
standard of the Council on Dental Education of the 
American Dental Association; and a 4-year course 
leading to a Bachelor of Science degree in dental 
hygiene. 

The value of the hygienist is illustrated by the fact 
that most dentists still devote part of their valuable 
time to prophylaxis, a task which the hygienist can 
handle with competence. 


Dental Assistants 


When used with maximum effectiveness, a dental 
assistant can keep the office neat, sterilize instruments, 
answer the telephone, make appointments, send out 
bills, keep books, and do a variety of other routine 
office tasks. She can also give some chair-side service. 
As a rule, however, assistants who do the routine office 
tasks should not be expected to provide effective chair- 
side service too. Ideally, the duties should be divided 
between two assistants. 

Although a large number of schools offer special 
courses of 6 months to 2 years in length, the dental 
assistant is usually trained by the dentist himself. Only 
13 schools have been approved by the Dental Assistants 
Association, which is the only accrediting agency. 

Some dentists complain that most assistants are no 
sooner trained than they resign for marriage or some 
other reason. But a recent study indicates that the 
average working-life expectancy of the dental assistant 
is 10 years. 
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PROFESSIONAL NURSES AND AUXILIARY NURSING WORKERS 


In contrast to the situation in the fields of medicine 
and dentistry, the number of nurses has grown tremen- 
dously in the past 50 years. There are today over 
365,000 nurses active in the profession; in 1900 there 
were only 12,000. Today there is a nurse for every 425 
people; in 1900 there was only 1 for every 6,200. The 
nurses who are active in the profession represent only 
a fraction of all of the graduate nurses. It is estimated 
that there are over 800,000 graduate nurses in the 
United States. 


nently or temporarily, from active professional life. 


More than half have retired, perma- 


The rapid rate at which girls leave the nursing pro- 
fession has been much discussed and has even been 
used as an argument against improving and lengthen- 
ing the nursing curriculum. However, the average 
working life of a graduate nurse is 17 years. Although 
many drop out in the first few years after graduation, 
In the 


late thirties and forties there is an increasing return of 


thereafter drop-outs occur at a very slow rate. 


married women whose children have grown up. Mean- 
while “retired” nurses are still an important health 
resource. Many are young married women raising 
families and many are active community health workers, 

The proportion of married women among the active 
nurses is rapidly increasing. In 1949 single women 
made up the largest group, but in 1951 married women 


outnumbered them among active registered nurses. 


Table 26.—Number of active graduate nurses per 100,000 
population, selected years, 1900-51 
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Sources: Public Health Service. American Nurses Association. Facts 
About Nursing (New York City, 1942). 
See page 172 for discussion of 1951 Estimate. 


Pattern of Nursing Service 


The nurse of today has multiple functions. Nurses 
provide physical and emotional care for the patient and 
care for his immediate environment. They carry out 
treatment prescribed by the physician and teach the 


patient and his family the nursing care which they may 
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have to perform. They give general health instruction, 
supervise auxiliary aides and coordinate the services 
of other workers contributing to patient and family care. 

In the past 50 years the pattern of nursing service 
has changed drastically. The early pattern required 


The Proportion of Professional Nurses Who 
Remain Active in the Profession Declines 
Sharply in the First Few Years After Gradu- 
ation, Then Levels Off 
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Figure 49.—Proportion of Graduaies of Nursing Schools Who Are 
Alive, and Who Are Active in the Profession, by Years Since 
Graduation, 1951. 


long hours of service from the student nurse in the 
hospital while the graduate nurses worked primarily 
in the field of private duty nursing. There were 
relatively few auxiliary nursing workers. Today the 
situation is quite different. No longer do the student 
nurses work a 7-day week. They have less clinical 
work and more time for classroom studies and leisure. 
Auxiliary nursing workers have grown in numbers and 
are taking an ever increasing responsibility for the 
care of patients. The graduate nurse is carrying greater 
responsibility for teaching and administrative work, 


and is assuming leadership in the hospital nursing 
team. With advances in surgery, the use of “wonder” 
drugs, early ambulation, shorter hospital stays, and 
greater stress on the prevention and emotional aspects 
of disease and health, new kinds of nursing service are 
continually being required. 


Fields of Service of Professional Nurses Have 
Changed Sharply Since 1920 
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‘Figure 50.—Fields of Service of Graduate Nurses, 1920 and 1950. 


Fields of Nursing 


More than half of all professional nurses are in 
hospital service (54 percent). Next in order comes 
private duty (19 percent), much of which is done in 
hospitals. Other areas where large numbers of nurses 
are employed are: public health, physicians’ offices, 
industry, and schools of nursing. 


Hospital Service 


Over 90 percent of the 200,000 hospital nurses are in 
general and allied special hospitals; 5 percent are in 
mental hospitals, and 3 percent in tuberculosis hospitals. 


Public Health Nursing 


Almost 30,000 nurses are in public health work. 
“Most of them are working for local health departments 
‘or as school nurses. A promising development in the 
field of public health nursing has been the recent trend 
‘toward combination public health nursing services, 
jointly administered by governmental and voluntary 
-agencies. All the field service is given by a single staff 


of public health nurses. In this type of organization 
people receive more care, duplicating services are 
avoided, public understanding and approval are in- 
creased and a partnership between citizens, their gov- 
ernments and voluntary institutions is brought into 
being. Forty such services are now operating in 20 
States. 


Other Fields 


Around 14,000 nurses are in the relatively new 
field of industrial nursing. More than half of this 
number are concentrated in six industrial States, New 
York, Illinois, Pennsylvania, Ohio, California, and 
Michigan. 

About 12,000 nurses are in the Armed Forces; the 
ratio of nurses to military personnel stands at about 
350 nurses for each 100,000 troop strength. 


Regional Distribution 


Like other workers in the health professions, nurses 
are relatively more plentiful in the northeastern part 
of the United States than in the South. However, they 
appear to have a greater mobility than others engaged 
in health work. This is indicated by their concentra- 
tion in the Far West, particularly in California, in spite 
of the fact that California has less than proportionate 
training facilities. 

With the general increase in the profession over the 
past 30 years, the number of nurses has improved in all 
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Figure 51.—Fields of Service of Graduate Nurses, Use 
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regions. The last 10 years, however, have shown an 
important change in the pattern. The high regions are 
not gaining nurses as fast as the low regions. This 
trend is partly related to improvement of educational 
and economic opportunities and clinical facilities in 
many regions. It is also related to the previously 
mentioned mobility of nurses. Many married women 
move with their husbands; in general, economic ad- 
justment is not as difficult for nurses. 


The Relative Supply of Nurses Has Increased 
Steadily in Most Regions 
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Figure 52.—Nurse-Population Ratio for Each Region, 1920-51. 


The supply of nurses varies widely in different parts 
of the country. While Connecticut has 363 nurses for 
each 100,000 people, Arkansas has only 84. In Mas- 
sachusetts there is one graduate nurse. for each three 
hospital patients (exclusive of mental hospitals) ; in 
Arkansas, 1 for every 10. 


Auxiliary Nursing Workers 


Nursing service, as has already been mentioned, is 
given by many workers besides professional nurses. 
There are over 176,000 auxiliary nursing workers serv- 


166 


ing in general hospitals. More than 100,000 more are 
serving in mental and tuberculosis hospitals. It is 
estimated that about 100,000 practical nurses, not to 
mention other auxiliary nursing personnel, are working 
outside of hospitals. 

The practical nurse, ideally, “is a person trained to 
care for selected convalescent, subacute and chroni- 
cally ill patients, and to assist the professional nurse 
in a team relationship, especially in the care of those 
more acutely ill. She provides nursing service in insti- 
tutions and in private homes, where she is prepared to 
give household assistance when necessary. She may 
be employed by a private individual, a hospital, or a 
health agency. A practical nurse works only under 
the direct orders of a licensed physician or the super- 
vision of a registered professional nurse.” 1 

While the training of a practical nurse should take 
about a year, most persons working as practical nurses 
have little if any training. On the whole this group 
has been brought up in the school of experience. 

Other auxiliary workers, generally speaking, can be 
given fairly safe instruction for their duties in six or 
seven weeks’ time. With proper personnel practices 
they can be made into a fairly stable group of people 
who give more bedside nursing service to the individual. 


Hospital Service 


Unfortunately the auxiliary worker, who has served 
as a valuable stopgap in this problem of nursing service, 
is usually working on a dead-end street. The com- 
petent ones, when they reach the point of greatest value 
to the patient and the physician, become discouraged 
because there are no further opportunities of advance- 
ment. They are apt to leave just at the time when they 
are of the greatest use. 

This problem, a critical one in the utilization of 
health workers, can be solved only by developing and 
training an adequate number of well-educated admin- 
istrative nurses, and, further, through developing a 
system whereby the auxiliary worker can be trained for 
more duties and greater responsibility in the hospital. 


Nursing Staffs of Hospitals 


About half of the nursing staff of general hospitals 
is made up of graduates and the other half of auxiliary 
workers. Looking at nursing services from the point 
of view of the individual hospital, each 100 patients 
have, on the average, the services of 74 nursing workers 
(37 graduates and 37 auxiliary workers). This num- 
ber covers a 24-hour day, 7 days a week. At any one 





1 Office of Education. Facts on Practical Nursing. (Washington, D. C., 
January 1952). 


Table 27.—Number of nursing workers in hospitals, by type of service, October 1951 





Type of personnel 





Administrators, supervisors, and head nurses 
General duty ? 
Other 


Practical nurses 
Attendants 


Ward maids 
Orderlies 





1 Includes full-time nurse instructors. 
2 Full and part time. 


Type of hospital service 





Total 
General eh pide Tuberculosis Other 
513, 5138 365, 995 101, 897 22, 632 22, 989 
1216, 047 189, 122 11, 554 6, 680 8, 691 
73; 325 60, 598 6, 639 20771 8) 317 
134, 793 121, 493 4, 659 3, 706 4,935 
7, 929 7, 031 256 203 439 
297, 466 176, 873 90, 343 15, 952 14, 298 
40, 816 25, 597 3, 453 4, 094 3, 672 
127, 161 35, 449 82, 170 5, 291 A, 251 
76, 091 67, 581 2, 367 3, 097 3, 046 
26, 627 PAE UC f 1, 595 1, 681 1, 604 
26, 771 22, 499 758 1, 789 Liw25 











Source: Journal of the American Medical Association. Hospital Number, pp. 161-162 (Chicago, Ill., May 10, 1952). 


time the number will be smaller—averaging around the 
clock something like one worker for five patients. 
These ratios vary widely from State to State and from 
hospital to hospital. 

In tuberculosis hospitals the average patient receives 
less than half as much nursing service and less than a 
quarter as much graduate nursing service as the patient 
in general hospitals. 

In spite of protests from psychiatrists and others, 
patients in mental hospitals are usually treated as 
custodial patients. This is reflected dramatically in 
the size of the nursing staffs. On the average, patients 
in mental hospitals receive only about a fifth of the 
nursing and less than 5 percent of the graduate nurse 
service given patients in general hospitals. At any 
one time the average is 1 nursing worker for 25 
patients and 1 graduate nurse for about 250 patients. 


Differentiation of Function 


It has come to be accepted that differentiation of 
function, from the truly professional to the predomi- 
nantly technical, practical or vocational, is the most 
effective and economical pattern for nursing service. 
When the supply is already numerically short, it is 
particularly important not to waste or misuse nursing 
services through inappropriate preparation and assign- 
ment of nursing personnel. 

Serious drains on supply result from improper use 
of the specialized knowledge and skills of professional 
nurses and in failure to release such nurses from work 
that others are competent to perform. Hospitals have 
been slower than many organizations to make optimum 
use of skilled personnel and assign simple duties to 
nonprofessional personnel. Surveys, job analyses, and 


other forms of self-examination by hospitals and other 
agencies employing professional nurses continue to 
give eloquent proof of this waste, and are providing 
bases for improvement. 

A number of studies are now being made to deter- 
mine the levels of practice for various nursing per- 
sonnel. The American Nurses Association has em- 
barked on a 5-year study of nursing functions, with 
financial support provided by voluntary contributions 
from the Association’s 170,000 members. The Public 
Health Service has initiated studies on nurse utilization. 
Harper Hospital in Detroit has just finished an ex- 
haustive job analysis of all positions within the hospital, 
including nursing service personnel. These and simi- 
lar studies will undoubtedly encourage wiser use of 
sraduate registered nurses, practical nurses, and 
auxiliary workers. 

One of the biggest contributions to good patient care 
in the future will be an adequate differentiation of work 
according to levels of personnel giving nursing service. 


Nursing Education 


Nursing education in this country started almost 80 
years ago in 1873. For 20 years schools and graduates 
were few. Near the end of the nineteenth century nurs- 
ing education went into a boom period and in 20 years 
the number of schools increased from 50 to more than 
1,000. Inevitably many of these schools were poor, 
organized to provide cheap nursing service for the hos- 
pital rather than education for the students. Somewhat 
later than medicine, nursing began to take stock of its 
training programs. Within the past few years this 
process of evaluation has been most active and today 
nursing is probably doing more than any other health 
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profession to define and identify the “good” profes- 
sional school. 

The effects of this stock taking are already plain. 
Since 1929, when the Committee on Grading made its 
first detailed study of nursing education, the number 
of students has risen sharply, the proportion of girls 
who enter nursing has increased by a third and the 
quality of education has improved. 

While the number of students has increased, the 
number of schools has decreased sharply. In 1929, 
there were 1,885 schools with 79,000 students. Now 
there are 1,055 schools with 101,200 students. Most of 
these larger schools are associated with large hospitals 
equipped to offer a variety of clinical experience. 
Schools of nursing today are giving more attention to 
the curriculum, to the teaching of biological and social 
science, to an education designed to give the nurse an 
understanding of the physical and mental make-up and 
needs of the patient. 


More Nurses Are Being Graduated, With 


Fewer Schools of Nursing 
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Source: Margaret D. West and Christy Hawkins, Nursing Schools at the 
Mid-Century, 1950; and the American Nurses Association. 


Figure 53.—Number of Schools of Nursing and Students, 1900—51. 


Types of Nursing Programs 


If the problems of educating nurses are to be under- 
stood, the various types of programs in nursing edu- 
cation should first be explained: 
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(a) Programs for basic nursing: 

Diploma—Leading to a diploma, most of these 
programs are conducted under the auspices of hos- 
pital schools of nursing, and are of 3-years’ 
duration. 

Degree—Leading directly to a bachelor’s de- 
gree, these programs are of 4- to 5-years’ duration 
and are established in colleges or universities; or 
in hospitals connected with degree-granting 
institutions. 

Programs which shorten the traditional time 
required in both diploma and degree programs are 
being tried experimentally in a few schools. 

(6) Advanced programs: 

These programs, which may or may not lead 
directly to an advanced degree, are built both upon 
general education of collegiate grade and upon 
basic nursing, and meet requirements for senior 
college or university standing. Conducted under 
college or university auspices, they are designed 
to provide preparation for special fields of work 
such as administration, supervision, teaching, and 
expert practice in clinical and other special fields. 
They ordinarily cover 1 year. 

(c) Practical nurse training program: 

These programs are established in vocational 
schools or in hospitals and are for the most part 
of a year’s duration. 

(d) Supplemental courses: 

These are intended for graduate professional 
nurses who wish to supplement their basic prep- 
aration in the clinical specialties. They may be 
conducted either by an educational institution or 
by a service agency, with approval from an ap- 
propriate accrediting body. 


Diploma Nursing Program 


Most nursing schools are diploma schools. Over 80 
percent of the graduate nurses today are trained in 
3-year hospital diploma schools. 

It is important to work for the improvement of these 
schools. 

Considerable evidence indicates that schools with en- 
rollments of 100 or more can provide good nursing 
education more economically than smaller ones. Even 
if every small school could afford the teaching per- 
sonnel necessary to provide good education for its 
students, it is questionable whether the scarce supply 
of qualified instructors should be so dispersed at a 
time when more and more nurses in all fields require 
preparation of a depth and scope that only a well- 
developed clinical and educational center can provide. 


Almost one-half of all nursing students are in schools 
with enrollments under 100. 

It would be possible to bring considerable improve- 
ment to the quality of many diploma schools by affiiat- 
ing small schools with large nursing education centers, 
centralizing and pooling certain types of teaching per- 
sonnel, and permitting fullest use of the best schools 
by the largest possible number of students. 

There has already been considerable progress in this 
direction. Hospital nursing schools are increasingly 
afhliating with colleges for part or all of the basic 
academic education. College faculty members instead 
of nurses without special preparation are doing a grow- 
ing share of the teaching of basic sciences. Almost 
half the hospital schools now have contracted or other- 
wise arranged with educational institutions for the teach- 
ing of basic biological or social sciences. 

Several diploma schools are experimentally shorten- 
ing the length of the basic program of nursing educa- 
tion. Most of them have cut the education period to 
somewhere between 24 and 28 months, adding an 8- 
month internship, to enable the student to practice 
under supervision. The internship, which might be 
called in-service education, formalizes the training that 
is normally given to the graduate nurse in her first 
hospital position. 

The better of the diploma schools seem to train nurses 
capable of meeting a considerable proportion of the 
need for direct nursing service. The total output of 
these schools—about 24,000 graduates a year—would 
probably meet the needs for persons with this type of 
training if there were an adequate supply of college- 
trained nurses as well. 


Basic Degree Programs 


In 1903, basic schools of nursing for the first time 
became associated with institutions of higher education. 
The first degree program, however, was not established 
until 1916. For a long time the growth of collegiate 
schools was very slow. Only within the last 10 years, 
with the great changes in the kind of service needed 
and the growth of auxiliary workers, has the need for 
this type of training become so evident that universities, 
colleges, and students have taken widespread interest 
in the matter. In the past 5 years the number of uni- 
versity and college-controlled schools has increased 
from 77 to 113 and enrollment has been increasing 
correspondingly. Today about 20 percent of nursing 
students are in universities and colleges, about half of 
them in degree programs. 

In 1951, 3,900 students were admitted to basic degree 
programs in colleges and universities, an increase of 


10 percent over the previous year, and 1,760 persons 
were graduated from these basic programs. During 
the year July 1, 1950, to June 30, 1951, 1,940 nurses 
who already had their diplomas received baccalaureate 
degrees. This represents a combined yield of 3,700 
baccalaureate degrees earned in nursing. 

A number of schools are experimenting with degree 
programs shorter than the traditional 4 to 5 calendar 
years. The schools of nursing at the University of 
California, Los Angeles, and the University of Colo- 
rado, for example, are trying a basic program in 4 
academic years. The University of Washington School 
of Nursing, in cooperation with the Virginia Mason 
Hospital in Seattle, is planning a research project to 
determine the shortest period of time necessary to 
educate a competent professional hospital staff nurse. 

It is important to work toward full use and expansion 
of present basic degree programs controlled by colleges 
and universities before establishing new ones. This is 
important for conserving qualified teaching personnel 
and for economizing in other ways. The present ca- 
pacity of these schools, it is estimated, can be doubled or 
even tripled, so far as clinical resources are concerned. 


Advanced Preparation 
It has been estimated on the basis of present admin- 
istrative, supervisory, and educational positions, that a 


Enrollment of Nursing Students in Degree 
Programs Is Increasing Rapidly 
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Note: Logarithmic scale is used to show rate of growth. 


Source: American Nurses Association, Facts About Nursing, 1951. 


Figure 54.—Student Nurses Enrolled in Diploma and Degree 
Programs on January 1, 1947-51. 
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total of 72,000 nursing personnel should have advanced 
preparation. In 1951, 113 colleges and universities 
reported nursing courses for graduate nurses leading 
to some kind of a degree. Thirty-two offered programs 
leading to an advanced degree. 

More than 12,000 graduate nurses were reported to 
be enrolled full and part time in colleges and universi- 
ties preparing for positions in schools of nursing, nurs- 
ing service and public health nursing. In the 1950-51 
school year, around 320 received master’s degrees and 
1,940 received bachelor’s degrees. 


Nursing School Enrollment 


The improvement of nursing education and the de- 
crease in the number of poor schools have been accom- 
panied by a significant increase in nursing school 
enrollment. Since 1929, when the Committee on 
Grading made the first detailed study of nursing edu- 
cation, the number of students has risen sharply. 

Enrollment in nursing schools is proportionately 
highest in the West North Central and Northeastern 
States and lowest in the South and West. 


Although Negro enrollment is increasing, it is still 
very low. In 1949, Negro enrollment totaled 2,650— 
3 percent of the total. In proportion to population, 
there are only about one-fourth as many Negro students 
as white. Half of the Negro students were enrolled in 
four States—New York, North Carolina, Georgia, and 
Virginia. In proportion to the Negro population in 
the States, New York, Massachusetts, and Missouri are 
providing Negroes with the greatest opportunity for 
nursing education. 


Financing Nursing Education 


While the cost of nursing education is low compared 
with that of many other types of special preparation, 
it is fast increasing. In 1947-48, the cost (about $25 
million, or about $300 per student a year, exclusive 
of the cost of student maintenance or plant operation) , 
was almost four times as great as it was in 1939-40. 
Costs per student were much higher in some schools. 
In general, they were higher in smaller schools than 
in larger ones, in collegiate schools than in hospital 
schools, and in better quality schools than in poorer 
quality ones. 


Opportunities for Nursing Education Vary Widely Among States 
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Figure 55.—Enrollment in Schools 
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Hospitals bear the bulk of the cost of nursing edu- 
cation. It has been estimated that payments from 
hospitals made up two-thirds of all income of nursing 
schools in 1949. For hospital schools alone, the pro- 
portion was nearer three-fourths. 

Tuition fees are the next largest source of income, 
although there are considerable variations among dif- 
ferent classes of school. For all schools and for hos- 
pital schools, tuition fees furnished just under a quar- 
ter of total income in 1949. In private collegiate 
schools, such fees made up about 45 percent of total 
income; and in public collegiate schools, about 13 per- 
cent. 

In collegiate schools, especially public ones, an- 
other important source of support is university and 
college funds. In 1949 such funds provided 10 per- 
cent of income in private collegiate schools and nearly 
40 percent in public collegiate ones. 

Two further sources of income might be mentioned 
as being significant for certain types of schools. In 
1949, State and local governments contributed 12 per- 
cent of the income of public collegiate schools. Gifts 
and endowments provided 15 percent of the income of 
private collegiate schools. 

The cost of nursing education to the individual stu- 
dent (including maintenance, books, and uniforms, as 
well as tuition) varies greatly depending on the type 
and quality of the school. Usually the total cost is 
lower for the hospital diploma course than for the 
degree program, and at the poorer quality schools than 
at the better quality ones. In 49 hospital schools in 
1949, the cost to students was nothing. In most of the 
rest it was between $150 and $350. In contrast, the 
average total cost of degree programs ranged from 
about $600 to more than $4,000, with a median of 
$1,800. 

In the school year 1947-48, nursing schools provided 
more than $3.3 million as aid to students, 94 percent 
in the form of scholarships or stipends. The average 
amount of assistance was somewhat larger in collegiate 
schools, but the proportion of students receiving aid 
was greater in the hospital schools. 


Practical Nurse Education and Training 
of Auxiliary Personnel 


Although most persons presently serving as practical 
nurses have had little or no formal instruction, there 
are now 134 practical nurse training programs under 
public education control or supervision and 212 under 
hospital auspices. The number of students graduating 
from all programs operated under public education 
auspices in the past 5 years is estimated to be around 


12,000. Schools of practical nursing that are already 
State and nationally approved should be fully used, 
improved, and expanded. 

It has been suggested that about 100,000 auxiliary 
nursing workers, or around a fourth of the total of 
such personnel, should eventually be taught in schools 
of practical nursing. About half of these would be 
trained to work in hospitals, the remainder for home 
nursing. 

Recruitment of this many students for schools of 
practical nursing will be a large-scale undertaking. 
Some of the difficulties of recruitment come from the 
fact that the average age of students is 32 years. These 
students have to be reached in their own kitchens. 
Seventy-five percent of them are married and most of 
them have children. The potential practical nurse 
student cannot get very far away from home for her 
practical nurse training. 

As most auxiliary nurses other than practical nurses 
can be adequately prepared for their duties by some 
form of on-the-job training, increasing numbers of 
hospitals and other institutions are developing in-serv- 
ice programs for such personnel. Additional qualified 
professional nurse supervisors and instructors are 
needed to help ensure that these programs are soundly 
planned and efficiently executed. 


Summary 

To enable the nursing education program to prepare 
enough personnel to supply the needs of this country, 
improvements in the present program are urgently 
needed. The suggested basic improvements are sum- 
marized as follows: 

1. Improvement of schools, by provision for better 
curriculum, faculty preparation, and material resources. 
Nursing education must be geared to the broadened 
scope of nursing functions, and to the concept of the 
nursing team as a working unit in nursing service; 

2. Determination of costs of nursing education in 
the various institutions and agencies where students in 
nursing get experience in learning; 

3. Direct financial aid to schools from public and 
private sources, including endowments, at least to the 
extent enjoyed by higher education in general. The 
hospital—that is to say, the sick patient—must be re- 
lieved of the burden of paying for nursing education. 

4, Experimentation in nursing education in order 
that the most effective and economical system of pre- 
paring the various workers in nursing service may be 
developed; and 

5. Regional planning for education in the health 
services. 


171 


Future Supply of Graduate Nurses 


Today the United States has more graduate nurses 
than ever before. In 1910, less than 2 percent of high 
school graduates entered schools of nursing. By 1940 
the proportion had passed 3 percent, and it is now over 
4 percent. The rate of increase appears to be slowing 
down, however, and will probably remain near the 
present level. 

Given present patterns of nursing education, between 
43,000 and 45,000 new students each year can be ex- 
Not until 1958, when the 


babies of the war years will begin to reach nursing 


pected for the next 4 years. 


school age, should any significant increase in the num- 
ber of new enrollees be anticipated. 


Table 28.—Number of new students in schools of nursing, 


1947-51, and estimated number, 1952-59 
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Source: Margaret D. West and Edwin L. Crosby. An Action Program— 
Answer to the Nursing Shortage, p. 66. American Hospital Association. 
(Chicago, Ill., May 1952.) 


At the present time about a third of all student nurses 
drop out of school before they finish their training 
course. If this continues to be the case, the number 
of graduates will probably remain at about 30,000 or 
less throughout the coming decade. 

In 1951, the American Nurses’ Association survey 
of graduate registered nurses indicated a total of 
332,000 active graduate nurses in the United States, an 
increase of 34,000 over the number found in a similar 
survey in 1949. A part of this increase was apparently 
due to married women returning to or remaining in 
the labor market. 
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The American Medical Association survey of hos- 
pitals indicated that the total number of nurses work- 
ing in hospitals in 1951 was perhaps 33,000 greater 
than the ANA survey indicated. This difference, it is 
believed, indicates that many graduate nurses working 
in hospitals have not been registered, although part 
of it is probably new workers not yet licensed. 

Because of the way in which women move in and out 
of the labor market, it is very difficult to estimate the 
number of active graduate nurses to be expected in 
1960. On the basis of a working-life table based on 
the 1951 ANA inventory, a total of 398,000 could be 
expected. If to this is added the number now working 
but not registered, a total of 431,000 might be working. 
We believe that an average of these two figures repre- 
sents a reasonable estimate. This would mean that 
the total number of active graduate nurses might rise 
to about 415,000 by 1960. 

The proportion of graduates emerging from degree 
programs will probably grow. The rate of enrollment 
in degree programs is now rising so sharply that pre- 
dictions of future graduates are hard to make. In 
1949, 60 percent of the capacity of collegiate schools 
was devoted to candidates for degrees, the balance to 
diploma candidates. Increasingly, schools with both 
programs are concentrating on degree programs. 

To maintain the largest possible force of nurses, not 
only must educational facilities be improved, but re- 
cruitment must be strengthened. The present high 
dropout rates must also be reduced. As about a third 
of all students who enter schools of nursing do not com- 
plete the training program, more than 10,000 potential 
nurses are lost annually. | 

Promotion of good conditions of work and of living 
and learning are also of basic importance. These fac- 
tors can help to bring more young people into schools 
of nursing, to make more students want to complete 
their preparation and to keep more nurses profes- 
sionally active. Adjusting conditions of employment 
to marriage, home making, and return to nursing 
when these other responsibilities permit will also help 
considerably. 

All of these approaches are essential if we are to 
provide enough adequately-educated and trained nurs- 
ing personnel to ensure comprehensive health services 
in the United States. 


PARAMEDICAL PERSONNEL 


An inevitable consequence of specialization and the 
growing complexity of medicine has been the rapid ex- 
pansion of medical services. Scarcely more than a 
century ago medical practice revolved around the gen- 
eral physician working entirely by himself. But to- 
day few physicians rely entirely upon their own re- 
sources. Besides elaborate hospital facilities and tech- 
nical equipment, physicians have available a wide 
variety of specialized assistants. Thousands of individ- 
uals are cooperating with the physician in the medical 
and health fields. This large corps of skilled techni- 
cians and specialists who help provide health services 
are referred to as paramedical personnel. 

The word “paramedical” is derived from the Greek 
“para,” meaning beside, or alongside of, and “medical.” 
It is a good choice of words, for the paramedical per- 
sonnel are working at the side of the physicians and 
today are making vital contributions to the medical 
team. 

New groups of paramedical workers emerge with 
each major advance in medical knowledge. Therefore, 
definition of paramedical workers must not only en- 
compass the existing heterogeneous groups, but also be 
broad enough to include specialties not yet fully 
developed. 

The following definition is one which approximately 
fits these needs: Paramedical workers are persons, 
other than physicians, dentists, and nurses, who are en- 
gaged in the investigation, treatment and prevention of 
disease and disability, and in the promotion of health, 
by virtue of some special skill. Such skill may be ob- 
tained through a recognized course of training or as a 
result of experience, the required amount and type 
being determined by professional organizations in the 
particular fields. 

Specifically, the definition is designed to include 
such diverse groups as the following: Medical labora- 
tory technicians, X-ray technicians, dietitians and nu- 
tritionists, physical therapists, occupational therapists, 
speech therapists, social workers, clinical psychologists, 
midwives, pharmacists, sanitarians, engineers, hospi- 
tal administrators, medical record librarians, health 
educators, operating room technicians, nurses’ aides, 
practical nurses, dental technicians and _ hygienists, 
veterinarians, housekeepers and homemakers. It does 
not include clerical, fiscal, custodial, and other non- 
professional or nontechnical workers. 

Of the present groups of paramedical personnel, 
some work under the close and immediate supervision 
of physicians. Others, including dietitians, social 


workers, pharmacists and hospital administrators, have 
a relatively independent status. Some work as tech- 
nical specialists and have little contact with patients. 
Others work directly with the patients. But each spe- 
cialty plays an important role in the practice of medi- 
cine and the promotion of health. 


Members of Medical Team 


Perhaps because the concept of paramedical person- 
nel is so new, the potential role of these persons is 
not always appreciated and they are not always ade- 
quately utilized. 

In general, physicians do not yet know how to use 
effectively many types of paramedical workers. Med- 
ical students have little first-hand contact with the many 
varieties of auxiliary medical workers. They know 
little about the functions of dietitians or social workers, 
not to mention the rest of the long list of paramedical 
personnel. 

This situation may be corrected as the “team ap- 
proach” to medicine is more thoroughly understood. 

As a part of this unit, the specialized worker not only 
relieves the physician of a host of time-consuming 
duties, but also offers special skills and facilities. Only 
with cooperation between physicians and paramedical 
workers will comprehensive health service be made 
generally available. 

In most cases, paramedical workers are used more 
effectively by physicians in group practice than by 
those in individual practice. 


Growth and Development of Paramedical 
Groups 


The responsibility for developing training programs 
has been assumed to a large extent by hospitals, col- 
leges, and universities. Some training is also provided 
in specialized proprietary However, 
many individuals are still trained by the apprentice- 
ship method, and in the school of experience. 

As paramedical personnel have grown in numbers 
and assumed diverse responsibilities, a certain pattern 
of growth has become evident. Presumably the pat- 
tern which applies to established groups will apply to 
many of those fields even now striving for full growth. 

When a particular field is established and the duties 
and responsibilities of its personnel are defined, groups 
of workers band together in a local professional asso- 
ciation or league. Later, several such local organiza- 
tions coalesce, and a national body is formed. The 
primary purposes of such associations are educational. 


institutions. 


173 


Periodic meetings are held and these and other forms 
of communication encourage the exchange of new ideas. 

Then, the national or State organization usually sets 
standards of eligibility for its members, e. g., the 
successful completion of an acceptable course of train- 
ing or comparable experience. 

Next, the association becomes concerned with the 
establishment and maintenance of high standards of 
training and sets up an accreditation program. Train- 
ing schools are inspected and their courses periodically 
appraised. Almost without exception, the associations 
improve the usefulness of their members by favorably 
influencing training curricula, through postgraduate 
educational activities, professional journals, and the 
like. 

Often a registry of members is created, permitting 
an accurate, quick and convenient check of qualifica- 
tions for vacant positions. Qualification is usually 
based upon satisfactory completion of formal training 
in an approved school and sometimes on membership in 
the professional society. Unfortunately, the critical 
shortage of trained personnel has made it difficult to 
prevent the employment of any person—registered or 
unregistered, trained or untrained. 

In many fields of paramedical service, physician 
specialists take an interest in the training programs 
and the activities of the associations. For example, the 
American Society of Clinical Pathologists is closely 
allied with the laboratory technicians’ association, and 
radiologists have a continuing concern in the training of 
X-ray technicians. 

Certain paramedical specialties already have attained 
a level of maturity and a few (e. g., midwifery) have 
entered a definite decline. Such changes obviously 
parallel current trends in medical and public health 
practice. Directors of training programs should at- 
tempt to anticipate such development within their 
specialty and to adapt the content of their program to 
such trends. For example, one of the major laboratory 
procedures before the advent of chemotherapy was the 
determination of pneumococcal types in order to insure 
the use of appropriate type-specific sera. Today, an 
insignificant number of such tests is performed. In 
contrast, routine Rh testing of blood was unheard of 
15 years ago, while today it is an indispensable part 
of the technician’s armamentarium. 


Hospital Personnel 


Auxiliary nursing workers, the largest group of 
paramedical workers in hospitals, have been discussed 
in relation to graduate nurses. It is difficult to estimate 
or enumerate the many other types of paramedical 
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1. Members of the American Dietetic Association. 

2. Registered Medical Technologists (Active and Inactive). 

3. Members of American Association of Medical Record Librarians. 
4. Members of the American Association of Nurse Anesthetists. 

5. Members of the American Association of Medical Social Workers. 
6. Psychiatric Social Workers. 

7. Active Occupational Therapists. 

8. Active Physical Therapists. 

9. Active X-ray Technicians. 


Source: Professional Organizations. 


Figure 56.—Numbers of Certain Paramedical Groups, 1920-50. 


personnel in hospitals. A recent survey by the Amer- 
ican Hospital Association showed a total of 67,000 
persons working in hospitals as dietitians, laboratory 
and X-ray technicians, medical record librarians, medi- 


Table 29.—Employment of selected types of paramedical 
workers in hospitals, 1951 
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cal social workers, occupational and physical therapists. 
Such workers are also employed by other types of 
organizations but in much smaller numbers. 


Medical and Psychiatric Social Workers 


As the concept of comprehensive medical care has 
broadened, the demand for medical social workers as 
members of the medical team has increased. Before 
1935, most medical social workers were employed in 
hospitals and clinics. Since then, the numbers em- 
ployed in medical and health agencies and medical care 
programs have steadily expanded. Medical social 
workers are also taking an increasing part in the edu- 
cation of physicians and other health workers. 

The output of graduates in medical social work has 
stood at about 220 for the past 5 years. Training con- 
sists of a 2-year period of graduate education leading 
to a master’s degree. The first year is devoted to 
social work generally, the second to special training in 
medical social work. Without any financial aid, ex- 
isting schools could probably train at least twice the 
number of medical social workers now being gradu- 
ated. With additional funds the present schools could 
expand their facilities to train another group, perhaps 
a third again as large as at present. 

Psychiatric social work, which requires a training 
parallel to that for medical social work, has out-paced 
medical social work in its recruitment appeal. Many 
agencies prefer to employ psychiatric social workers 
even for positions in other fields. Also financial as- 
sistance for psychiatric social-work training is more 
readily available, because of the training grants made 
by the National Institute of Mental Health. In the 
past 5 years there has been a 70 percent increase in the 
numbers of psychiatric social workers trained. 


Clinical Psychologists 

While the precise number of persons employed in 
clinical psychology in the United States is not known, 
it is reported by the American Psychological Associa- 


tion that about 3,600 of its members are trained in 
clinical psychology and that over 2,000 of these are 
engaged in clinical practice of one kind or another. 
These figures probably give a reasonably accurate pic- 
ture of current numbers, as 95 percent of qualified 
clinical psychologists are members of the Association. 
Dietitians 

The American Dietetic Association now has 10,000 
members, more than twice as many as 10 years ago. 
About half of these are hospital dietitians. Most of 
the others are working in institutional feeding, busi- 
ness, public health nutrition, or teaching. 

The accepted preparation for this field is a bache- 
lor’s degree plus a year of internship, usually in a 
hospital. Public health nutritionists usually substitute 
graduate study in a school of public health for the 
internship. Many workers in the field of dietetics, 


however, have training which does not meet these 
standards. 


Nurse Anesthetists 


In 1952 the American Association of Nurse Anes- 
thetists had 5,975 members and estimated that about 
5 or 6 thousand additional nurses were probably an- 
esthetists. If the membership of the association is any 
indication, the number of nurse anesthetists has grown 
almost twenty-fold since 1933. This increase has oc- 
curred in spite of the fact that anesthesia has become, 
with the development of new and complicated tech- 
niques, increasingly a physicians’ specialty. 


Medical Technologists and Laboratory 
Technicians 

About 30,000 technicians are employed in clinical 
hospital laboratories doing procedures in bacteriology, 
hematology, and clinical chemistry. In addition, many 
persons with college training in bacteriology, chemis- 
try, and biology are employed by public health and 
clinical laboratories. An undetermined number of 
people are trained by means of apprenticeships and 
commercial schools. 

In 1951, 2,220 technicians were graduated. Fifteen 
years earlier, only 701 students were in training. 

Educational requirements in these fields are now 
at least 1 year of hospital training, following 2 years of 
collegiate education. About 282 schools are affiliated 
with hospitals and colleges. Of the total of 496 schools, 
381 require 2 years of college and the rest require up 
to a college degree. 

To meet the critical shortage of technicians, a second 
category of laboratory worker is being trained. These 
are junior technicians, or laboratory aides. They lack 
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a broad education but are able to perform many of 
the less complicated routine technical procedures. 


X-ray Technicians 


Approximately 41,000 technicians, of whom 11,000 
are registered, do X-ray work in the United States. 
The number graduating from approved training 
schools has risen from 923 in 1948 to 1,653 in 1951. 

The American Society of X-ray Technicians has for- 
mulated a basic curriculum for use in all training 
schools, and presently advocates a 1-year program for 
those with high school backgrounds. In most cases 
training is provided in hospitals under the supervision 
of a radiologist. However, there is a trend toward 
formal affiliation with a school system and toward 
longer courses, e. g., 10 to 12 months of academic 
training plus 12 to 15 months of internship in approved 
hospitals. 

More good schools and instructors are needed. In 
many schools students now receive just enough train- 
ing to make them available for poorly paid work. 

X-ray technician  specialists—photofluorographic 
technicians, therapy technicians, radioactive isotope 
technicians and dark-room technicians—have a more 
limited use. 


Physical Therapy 


About 5,000 qualified physical therapists are em- 
ployed, of whom about 80 percent are women. The 
number of men entering this profession, however, has 
increased greatly since World War Il. Trained 
workers in this field have increased markedly in the 
past few years. The number of active physical ther- 
apists in the United States today is about 7 times as 
great as the number in 1935 and about 22 times as 
large as the number in 1921. In 1940 the 16 training 
schools had a capacity of 192; today, 33 schools have 
a capacity of 720. 

Staffing standards call for 1 physical therapist per 
12 to 20 patients; or 1 therapist per 10,000 population. 
The present average distribution is only 1 per 32,000. 
As in the case of health workers in other fields, physical 
therapists are unevenly distributed in the country. For 
example, the ratio is 1 to 14,000 in California, but 1 to 
182,000 in Mississippi. 

Curriculum requirements call for a 3-year college 
education plus a minimum of 12 months of specialized 
training in the field of physical therapy. The trend 
is toward a course leading to a degree; 24 of the 33 
approved schools offer degrees. Authorities recom- 
mend that schools be affiliated with universities and 
with medical schools and centers. 
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It is estimated that approximately 10 percent of 
physical therapists have no degree; 72 percent have a 
bachelor’s degree, 5 percent a master’s degree, and 2 
percent the doctorate. Besides the 5,000 physical 
therapists with reasonably adequate training, probably 
another 3,000 may be licensed within their States but 
do not have sufficient training to meet the standards of 
national accrediting organizations. They should be 
used exclusively as physical therapy aides. 


Occupational Therapy 


About 2,600 registered occupational therapists are 
now working in hospitals, clinics, and rehabilitation 
services. However, an estimated 3,000 positions are 
unfilled and another 7,200 therapists will be needed 
within 5 years. As with all professions comprised 
largely of women (in 1952 less than 200 registered 
therapists were men), the attrition rate due to marriage 
is extremely high. Studies indicate that the average 
professional “life expectancy” of therapists is about 7 
years. 

The growth of occupational therapy has paralleled 
that of physical therapy. In the last 20 years the 
number of occupational therapists has increased about 
six times. Between 1942 and 1951, the number of 
eraduates of approved schools increased about seven- 
fold. Twenty-seven approved schools, all affiliated 
with institutions of higher learning, now grant the 
B. S. degree in physical therapy. In 1952 these 
schools graduated about 460 students. 

Professional training entails a 5-year program, with 
9 to 12 months of the training period spent in clinical 


. practice. Persons already possessing a B. S. degree or 


equivalent training may take a 12 to 18 months’ course 
leading to a certificate in occupational therapy. 
Almost three-fourths of the qualified personnel now 
have had a minimum of 4 years of undergraduate edu- 
cation, including professional training. The rest have 
had professional training beyond 4 years of college, 
including an estimated 3 percent with the master’s 
degree or its equivalent. 

There are no State laws requiring occupational 
therapists to be licensed. 


Medical Record Librarians 


About 5,300 persons act as medical record librarians 
in hospitals. Only 1,825 are registered, and probably 
less than one-fourth of the hospitals in the country 
have trained or qualified personnel. 

Of the 19 schools that train medical record librarians, 
5 are 4-year degree-granting schools. The others offer 
l-year programs, requiring 2 years of college as a 
prerequisite. The demand for additional postgrad- 


late training in institutes for professional workers 
xceeds present facilities. 

A few programs have been started under which a 
vell-qualified individual may visit and supervise the 
york of untrained librarians in a group of small rural 
1ospitals. 

It may be desirable to form another category of 
yaramedical personnel to serve as assistants and gen- 
eral office workers for registered medical record 
ibrarians. They would require less exacting training 
und could relieve the librarians of much routine work. 


Hospital Administration 


Hospital administration is in the throes of changing 
rom an amateur to a professional occupation. As a 
esult, individuals in this field have an extremely varied 
gackground. Some have university-type graduate 
raining, some follow an apprenticeship scheme, others 
nave no training at all. 

The first graduate course in hospital administration 
was organized at the University of Chicago School of 
Business in 1934. In the last 10 years, 11 more schools 
have been developed by universities, but their capacity 
is still small (6 to 35 students each) and they graduate 
only about 180 students per year. Training involves 
2 years of work; 9 months’ academic and 12 
months’ internship. A few universities and profes- 
sional associations provide in-service training or re- 
fresher courses through institutes or workshops. In 
other cases, hospital administrators may acquire part 
of their training by correspondence and part by at- 
tendance at university summer sessions. 

In apprenticeship schemes, as found in a number of 
hospitals, new recruits may begin as assistants or de- 
partment heads and spend 4 or 5 years in training for 
top administrative posts. 

Hospitals are absorbing an increasing number of 
persons trained in hospital administration, some as top 
administrators and some as department heads in pur- 
chasing, personnel, business, and the like. 


Public Health 


A large group of paramedical workers work in the 
field of public health. Over 15,000 are placed in State 
and local health departments and a further 6,000 are 
employed in other State departments, e. g., labor, agri- 
culture, education, and welfare. Another group works 
independently of any official agency. Many sanitary 
engineers, for example, work for consulting firms and 
may be employed by contract to do health work. 

Four groups of public health workers are singled out 
for special mention here. 


Table 30.—Paramedical personnel employed by State and 
eee eect departments, and other State agencies, 





Total 
to 
Type of worker hearin de: agencies 
partments 1950 2 
1951 1 

Rothe da! berekrederiy as ad 15,886 |Haree: a 
Heineer eee ee ee: Cee 956 224 
Sanitarian’ 2 ajgt avy witup, diate 5, 279 539 
Laboratory. Dersonnebe so tects cd ea 2 262 
BRCtErigIOgiy en nn ee ee {iol 2 cee 
Chémiste4 Aisede _ sd Shia 3 626 5)| mie 
Laboratory technician__________-___- O18 See Pe es 
Technicians other than laboratory ____ ea fl a pcp 
Public Health investigator__________- BSA gites- eal F - 
Health edute tar: tae 372 38 
Statistician and analyst_____________ 307 30 
Vetérinatiantbhyeits 2 Sears § ce 2911) Sen Jee? 
Psychiatric social worker__________-_- OG Ce sae 
Medical social worker______________- 217 392 
Nutritionist? aes aas len sl ees 189 23 
AGIMIMISt a tLON ee ae eee ee YY: il (ile oe ee 
OtherssD Se BSG Prey PeT Hu 3, 345 4, 733 














! Study conducted in 1951 for the Health Resources Advisory Committee 
of the Office of Defense Mobilization by the Public Health Service. 

2 From Public Health Service Publication No. 184, 3d and 4th editions 
Distribution of Health Services in the Structure of State Government. 

3 Includes psychologists; therapists including physical, occupational, and 
speech; inspectors other than sanitary, including smoke, factory, etc; hygien- 
ists; artists, architects; writers; librarians; attorneys; pharmacists; claims 
examiners, etc. 


Sanitary Engineers 


The United States has some 6,000 sanitary engineers, 
about 5,000 of them practicing sanitary engineering. 
A Jittle over 1,400 sanitary engineers are employed in 
health departments, including 270 in the Public Health 
Service, 870 in State health departments and 280 in 
local health organizations. 

Undergraduate training of sanitary engineers con- 
sists of a 4-year curriculum leading to a B. S. in Sani- 
tary Engineering, in Civil Engineering with a Sanitary 
Option, or in Public Health Engineering. These 
courses in sanitary engineering are offered at 39 
schools. 

Graduate training in sanitary engineering usually 
consists of 1 year’s work at the master’s level. Such 
graduate facilities are available at 57 schools. A few 
degrees are also given each year at the doctoral level. 
This requires at least 3 years. Work of this nature 
is offered at 24 schools. 

National professional groups in this field believe 
that each student should have a basic degree in civil 
engineering, then a fifth year’s work in sanitary engi- 
neering leading to a M.S. _ If the individual is to con- 
tinue in a public health position of responsibility, they 
feel that he should have training in public health. 
Ten schools now give graduate training in public health. 
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Sanitarians and Sanitary Inspectors 


The sanitarian in public health performs jobs related 
to those of the sanitary engineer. While the sanitary 
engineer is primarily a planner, designer, builder, and 
manager, the sanitarian is primarily a maintenance 
man who assists in operating the structures planned 
and built by the engineers. He also helps to educate 
the public concerning environmental sanitation, and, 
where necessary, to enforce public health regulations. 
Many sanitarians are professionally trained. Sanitary 
inspectors, not to be confused with sanitarians, have 
varying degrees of responsibility but usually very 
limited technical backgrounds. 

The total number of these workers is not known. 
The best estimate is probably between 8,000 and 9,000. 
Many others who are trained as sanitarians and have 
experience in health positions have left this field to 
accept jobs with private and commercial concerns. 
In 1950, 59 individuals received baccalaureate degrees 
in sanitation; in 1951 the number was 107. 

In 1951, about 6,000 sanitarians and sanitary in- 
spectors were employed by public health departments 
or related agencies. Of this number, 114 were em- 
ployed by the Public Health Service, 5,279 in State 
and local health departments, and 539 by other State 
agencies. 

The educational background of sanitation personnel, 
other than engineers, varies all the way from in- 
complete grade school to doctoral degrees in sanitation 
and public health. As State and local health depart- 
ments increase their use of merit systems in the selec- 
tion of personnel, the caliber of appointees is improving. 

The recommended standard for training is a bache- 
lor’s degree or Master of Public Health in sanitation 
from an approved school of public health. Some com- 
binations of college and experience are acceptable as 
an alternative. Some 14 schools now give courses 
leading to a Bachelor of Science in Sanitation or in 
Sanitary Science. 


Health Educators 


About 750 health educators are employed in health 
and medical agencies. Their work requires a broad 
cultural background and basic knowledge of the natural 
and social sciences, especially psychology and educa- 
tion. Thus a Bachelor of Science and a master’s de- 
gree are the usual preparation. 
public health work is also essential. Existing schools 
will not accept students for training until they have 
had some experience. 

Seven or eight of the accredited graduate schools of 
public health provide training in health education. 


But experience in 
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The professional association recommends both (1) that 
existing schools train an increased number of students; 
and, (2) that the few schools not now giving such in- 
struction should do so. 


V eterinarians 


Veterinarians in public health are usually concerned 
primarily with meat and animal inspection or with 
preventing transmission of epizootic and enzootic dis- 
eases to man. Veterinarians are employed not only 
by health departments but by the Bureau of Animal 
Industry, the Poultry Inspection Branch of the Depart- 
ment of Agriculture, the Food and Drug Administra- 
tion, and the Army and Air Force. 

In 1950, a survey made by the American Veterinary 
Medicine Association indicated that about 500 veter- 
inarians had full-time employment in Federal, State, 
and local government agencies and that another 800 
gave part-time service to local health departments. 

Veterinarians in public health must possess the basic 
degree of doctor of veterinary medicine. More and 
more of them are seeking at least 1 year’s graduate 
instruction in public health leading to the M. P. H. 
degree and this is recommended as a desirable mini- 
mum. Of the 17 schools offering courses in veterinary 
medicine, 7 have been built since the end of World 
War II and other new ones will probably be estab- 
lished shortly. As indicated above, there are only 10 
graduate schools of public health. 


Pharmacists 


The United States has about 100,000 registered 
pharmacists, and 72 4-year colleges of pharmacy an- 
nually graduate 4,500 to 5,000 pharmacists. At pres- 
ent, the supply in this field approximates demand, © 
although the number of people entering colleges of © 
pharmacy has recently declined. In the past, colleges — 
of pharmacy have simply required applicants to be 
high-school graduates. Lately, some colleges have re-— 
quired applicants to have 1 or 2 years of general college 
and some also have lengthened the pharmacy course 
from 4 to 6 years. About 10 schools give graduate | 
work leading to the Ph. D. in specialties such as phar- 
maceutical chemistry, pharmacology, and pharmacy 
administration. 


% 
4 
Other Groups 


Other groups of paramedical workers include opti-— 
cians, optometrists, chiropodists, and such newer and 
growing groups as speech therapists. 

In 1950 about 19,000 opticians, lens grinders and 


polishers were active in the United States. Since 1940 
the number has increased by almost 75 percent. 

In 1951 the United States had about 21,900 active 
optometrists, or 14 per 100,000 population. Between 
1920 and 1948 the number of optometrists (around 
17 to 18,000) had remained fairly constant; relative 
to population, it had grown smaller. But between 
1948 and 1951 the number rose by over 4,000. Rela- 
tive to population, optometrists are most highly con- 
centrated in the East North Central States. In 1951 
the ratio there was 19 to 100,000. They are most 
thinly distributed in the Southeast, where the ratio was 
only 8 to 100,000. 

Active chiropodists grew quickly in number between 
1912 and 1932 and have continued to increase. In 
1951 there were about 7,100 in the United States, or 
4.6 per 100,000 population. Chiropodists are most 
numerous, relative to population, in New England and 
the Central Atlantic States, and least numerous in the 
Southeast and Southwest. In 1952, six accredited 
schools of chiropody had over 1,600 students and an 
annual output of almost 480 graduates a year. 


Suggested Ways To Improve Training 
Resources 


Coordination 


Although each paramedical field has the same goal— 
to provide one or more of the requirements of com- 
prehensive health services, there is little coordination 
between the fields. Many institutions engaged in 
training paramedical workers—universities, colleges, 
hospitals and medical centers, specialized institutions 
and professional and accrediting organizations—are 
beginning to look for ways to coordinate their pro- 
grams. 

Some are joining together to plan curricula. For 
example, some universities and technical or profes- 
sional schools are realizing the importance of relating 
the general courses taught in the university to the 
clinical and technical training provided in the special 
schools. 

Some are combining courses. Not only do para- 
medical specialities have the same objective—to pro- 
vide comprehensive health services—but also the 
methods used and the scientific knowledge upon which 
they are based have much in common. It seems prac- 
tical to experiment with joint teaching and “core 
courses” for these groups, whether at undergraduate or 
at graduate level. 

Joint teaching cannot solve all problems. Curricula 
for various paramedical groups must differ in subject 
matter and in emphasis. Although medical-record 
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librarians and physical therapists both study anatomy, 
the former are most concerned with terminology and 
spelling, while the latter need almost as much informa- 
tion about bones, joints and muscles as the physician. 
Likewise, the health educator must have a cultural 
background which the laboratory or X-ray technician 
does not require. 

But some joint teaching allows better utilization of 
faculty, physical facilities and administration. Nu- 
merous small schools are wasteful of faculty teach- 
ing time, one of the scarcest commodities in the whole 
health field. Joint teaching also helps to give particu- 
lar specialists a better idea of their relationship to 
other workers. 

A few universities (Pennsylvania, Texas, and Wash- 
ington University in Missouri) are organizing schools 
of “auxiliary medical services” for the training, recruit- 
ment and supervision of several paramedical groups. 
The school at the University of Pennsylvania has its 
own dean and faculty. As an integral part of the Uni- 
versity, it can draw upon the resources of the other 
schools (undergraduate, graduate, and professional) 
for broadening and enriching its program. 

The same type of integration might be developed in 
the larger medical centers and hospitals. A director 
of paramedical training would be able to explore pos- 
sibilities for joint teaching and for common use of 
physical, clinical, administrative, recruiting, and other 
facilities. 

Finally, training programs could be integrated on a 
regional basis. With the help of an advisory council 
aware of the needs and resources of the region, it 
would be possible to devise a regional program provid- 
ing assistance and technical help to all paramedical 
workers throughout an area. Employees of the re- 
gional organization would provide consultation on a 
full- or part-time basis. Well-qualified individuals 
employed in the larger hospitals, medical centers and 
universities could furnish services on a part-time basis. 
They could disseminate information on new procedures 
and techniques being developed at their centers. 

Some indication of the potentialities of regional edu- 
cation programs is given by the Board of Southern 
Regional Education, which has its headquarters in 
Atlanta. This Board has demonstrated that expensive 
and unnecessary duplication of training facilities (es- 
pecially in highly specialized fields) can be avoided 
through effective regional organization. 


Length of Training 


Some authorities view the trend toward longer 
training periods for paramedical personnel with mis- 
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givings. They feel that a point is approaching where 
additional teaching does not result in increased profes- 
sional ability. They fear that some candidates are 
turning away from the paramedical fields because of 
the rigid requirements. 

Others, however, find that the opposite is true. 
Greater length of training is a healthy development to 
the extent that it assures high professional competence 
and technical reliability. In general the extension of 
training has been paralleled by an increase in the pro- 
portion of young people entering these fields. 

Each paramedical group should evaluate its curricu- 
lum against the job which its graduates are expected 
to do. It should explore the advantages of shorter 
training courses. It should investigate the possibility 
of providing less elaborate training for personnel who 
could perform simple functions under the supervision 
of more highly trained specialists. 


Opportunity for Advancement 


When a paramedical group consists partly of special- 
ized professional workers and partly of lower-level 
aides or assistants, it is necessary to give different types 
of training to the various subgroups. But at present 
it is often impossible for qualified workers in a lower 
category to advance to a higher category without start- 
ing their training anew. This is unfortunate, as the 
young high-school or college student can seldom an- 
ticipate the rung on the ladder to which he may finally 
legitimately aspire. Programs might be planned so 
that all subgroups in one paramedical field received 
the same basic training. Then some individuals could 
remain at the first level, while those who demonstrated 
the necessary ability could go on to more specialized 
training. In the absence of such a scheme, recognition 
should be given to outstanding work performance as 
well as to formal training. 


Postgraduate Education 


As in any professional group, the education of the 
paramedical worker is a process that continues through- 
out his professional career. The postgraduate oppor- 
tunities for paramedical specialists might be broken 
down as follows: 

(a) Those which the individual worker creates, 
e. g., the reading of professional journals. His basic 
training should send the individual from school with 
a well-developed curiosity and a sense of responsibility 
toward continuing his studies. 

(b) Those provided by a wide variety of organiza- 
tions, e. g., group meetings, institutes, workshops and 
professional society meetings. Professional associa- 
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tions are already active in this field. Universities and 
training schools could expand their programs. By 
doing so they would benefit themselves as well as their 
graduates. They would learn about day-to-day prob- 
lems arising in the field and would be enabled to test 
their ideas against practical realities. 

(c) On-the-job education. Technical advice and 
supervision on the job can be one of the most effective 
means of postgraduate education. All paramedical 
workers should be able to call on consultants for spe- 
cialized advice, for review of routine procedures and 
for information on new techniques. These consultants 
might be employed full time by a regional organiza- 
tion or by a group of neighboring institutions. Alter- 
natively, they might be part-time workers with teach- 
ing or technical duties at a university or medical center. 

Group supervision of technical personnel offers 
great opportunities. In several fields it has already 
been tried. In some parts of the country, for example, 
neighboring small hospitals share the services of a 
well-qualified dietitian or medical record librarian, a 
biochemist or a laboratory technician, and so on. Fur- 
ther experimentation with itinerant consultants and with 
group supervision is needed. 


Recruitment 


Recruitment of paramedical personnel presents acute 
and urgent problems. With almost all fields critically 
short of trained workers, most training schools are 
actively attempting to attract high school and college 
students to their profession. But these recruiting ac- 
tivities are largely or entirely uncoordinated. Evi- 
dence of cut-throat competition is appearing. 

The manpower pool from which these recruits may 
come is limited and must also furnish entrants to all 
the other essential professions, such as teaching, nurs- 
ing and secretarial. The pool is already so limited that 
excessive recruitment activities in one field seriously 
jeopardize recruitment for other essential occupations. 
Within the paramedical professions there is no justifica- 
tion for excessive competition. Instead, there is an 
urgent need for a single, well organized, intensive and 
unified recruiting program for all groups. 

To a limited extent, cooperative recruiting is al- 
ready being tried. The Michigan Medical Society and 
the Michigan Hospital Service (Blue Cross) have pre- 
pared attractive brochures describing opportunities 
for medical auxiliaries generally. In a few areas, re- 
cruiting teams of representatives from several different 
specialties visit schools together. Some hospitals desig- 
nate a “career day” to acquaint students with all career 
opportunities in hospital work. Institutes for voca- 


tional guidance counsellors have successfully encour- 
aged cooperation. 

But to be effective a recruitment program must be 
broadly conceived, on the national as well as the local 
level. In planning such a program, advice should be 


sought from groups like the Health Information Foun- 
dation and the National Advertising Council. While 
a full-scale program would probably be expensive, 
it would have a direct influence upon the ultimate 
quality of comprehensive health services. 


PROFESSIONAL EDUCATION FOR PUBLIC HEALTH?! 


Public health is a term that covers a number of dif- 
ferent specialties. All public health workers are con- 
cerned with promoting health through organized com- 
munity efforts, not through diagnosis and treatment of 
individual patients. But almost all are trained to per- 
form a specialized function. 

Public health workers were once trained primarily 
through practical experience and apprenticeship. 
Their jobs were limited in variety and not clearly de- 
fined. As the number of public health workers has 
increased and as their responsibilities have grown and 
become more plainly delineated, opportunities for 
academic professional training have gradually emerged. 

Most of the institutions now known as schools of 
public health evolved from preexisting courses in pub- 
lic health, preventive medicine, sanitation, and related 
subjects, and existed first as departments of medical 
schools or other university units. Because of this evolu- 
tionary process it is not easy to fix a date that marks 
the first school of public health, but apparently there 
was little opportunity in the United States for special- 
ized training or education in this field before 1910. 

Now the United States has 10 graduate schools of 
public health with some 900 students. Four of the ten 
graduate schools also offer undergraduate programs. 

Some schools are organized as independent units of 
the university, some as units within organized divisions 
of medical sciences, and still others as medical school 
departments. The place of public health instruction 
within the university structure affects to some extent 
the interchange of instruction between the school of 
public health and other units of the university. 

Four of the graduate schools of public health are 
affiliated with State-supported universities, and six with 


1The Public Health Service, in cooperation with the Associa- 
tion of Schools of Public Health, has recently completed a study 
of these professional schools. The material in this section is 
drawn largely from a preliminary report of that study, being 
published as: Perrott, G. St. J.: Professional Education in 
Public Health. Higher Education 9:109-117. January 15, 
1953. 


Table 31.—Graduate students enrolled at approved 
schools of public health, 1950-51 








Enrollment 
Profession 
Number Percent 

LOCA Seas ee ere ee ee 823 100. 0 
BIRVSiCIAvS! cad Set a8 ee 8 232 28. 2 
Public health educators_____________ 160 19. 4 
Hospital administrators__._.....__-- 153 18. 6 
Public health laboratory workers - - _-- 95 11.5 
SEAULISUIC LATS eee eee eee rere eee eee 45 5.5 
Sanitarians 36 se eons Bes vote mn cts 44 5.13 
Veterinarians = 6 sian ee” NG ee a 25 3. 0 
Dentists. see ee ee eee 17 Bok 
Nutritionists Hoers eae, anion irre 17 2.1 
Public health nursese2 22502. o2.. see 8 1.0 
1112) ean ny Ap spp gage, ~ Rey ap elmer ph * alge aed Pat 3. 3 





Source: Public Health Service. 


privately controlled universities. As is characteristic 
of higher education generally, the privately controlled 
schools are concentrated in the eastern part of the 
country. 

Kight other universities offer graduate courses in 
public health, and numerous universities grant graduate 
degrees in public health engineering, sanitary engi- 
neering, and public health nursing. 

In training specialists for various types of commu- 
nity health service, the 10 graduate schools of public 
health differ widely in emphasis. Their programs are 
influenced by such factors as the location of the school, 
the needs of the surrounding areas and the special in- 
terests of the faculty. Environmental sanitation, pub- 
lic health nursing, public health administration, public 
health education, biostatistics and epidemiology, for 
example, are areas of study that are generally offered. 
But while one school has a highly developed depart- 
ment of tropical medicine, another puts special stress 
on industrial hygiene and others emphasize education 
and research in epidemiology. Five schools provide 
training in hospital administration. 

Schools of public health bring together persons from 
many different professions and occupations. Among 
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these persons are physicians, dentists, nurses, engineers, 
bacteriologists, chemists, administrators, nutritionists, 
teachers, architects, social workers, statisticians, and 
social scientists. Of about 630 graduate students en- 
rolled in 9 schools of public health in 1949-50, over 
half already had received professional degrees and 
an additional 10 percent had masters degrees. In- 
cluded among the 331 students with professional de- 
grees were 204 physicians, 65 nurses, 39 engineers, 14 
dentists, and 9 veterinarians. 

Because of the broad scope of public health activities 
and the variety of professional personnel who receive 
instruction at schools of public health, the schools find 
it necessary to offer a wide range of courses. These 
courses cover some 20 areas in both the basic public 
health sciences and the application of public health 
principles and techniques in public health practice. 

According to a study made in 1949-50, more public 
health graduate students maior in public health admin- 
istration than in any other subject, with hospital admin- 
istration a close second. Most other students are dis- 
tributed among such major specialties as health educa- 
tion, environmental sanitation, tropical public health, 
microbiology, epidemiology, maternal and child health, 
public health nursing, nutrition, biostatistics, and 
industrial hygiene. 

Schools of public health offer several graduate de- 
grees, the principal ones being the master of public 
health and doctor of public health degrees. Some of 
the schools also grant a master of science degree with 
courses of study similar to those for the master of 
public health. In other schools, the programs for the 
two degrees differ—the master of science being granted 
primarily for work in the public health sciences. The 
doctor of public health is usually limited to holders of 
the M. D. degree, although in exceptional cases other 
persons may receive this degree. 

The number of graduate students enrolled in public 
health courses is growing. In the past 10 years alone 
the enrollments in public health and public health en- 
gineering courses have both more than doubled and 
the number of degrees granted annually has nearly 
tripled. 

The recently organized American Board of Preven- 
tive Medicine grants specialty status in this field to 
physicians who meet its requirements, and is helping 
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to bring about the expansion and standardization of 
postgraduate field training. The board requires a 
period of residency training in an approved public 
health agency as one of the requisites for specialty 
qualification. The board, the American Public Health 
Association, and the Council on Medical Education and 
Hospitals of the American Medical Association have 
jointly accredited certain field training areas for this 
purpose. Nearly 80 local areas in 12 States are now 
approved for a 1-year residency in public health which 
will be recognized for certification of public lealth 
specialists. 

Perhaps even more than other professional schools, 
schools of public health have encountered difficulties 
in obtaining sufficient financial support to provide 
needed facilities and to maintain high standards of 
professional education. Because schools of public 
health must provide instruction in such a large variety 
of special disciplines, professional education in public 
health is expensive. A recent study made by the Pub- 
lic Health Service revealed that the average basic oper- 
ating expense per graduate student was about $4,000. 
This figure was much higher in some schools, depend- 
ing on differences in organization and program, num- 
ber of full-time faculty, size of student body, and 
amount of research. 

The problem of recruiting professional personnel, 
particularly physicians, into public health is a major 
one. By careful analysis of the professional responsi- 
bilities of public health personnel, it may be possible 
to identify the public health functions that can be ef- 
fectively assigned to persons without medical training. 
It may ultimately be feasible to relieve public health 
physicians entirely of such functions. Several schools 
are experimenting with the training of nonmedical 
public health administrators both at the undergraduate 
and graduate levels of instruction. 

Another problem for schools of public health con- 
cerns their curriculum. The basic content of instruc- 
tion needs further study and definitions. New areas of 
teaching and research should be developed to meet 
changing needs. An effective balance between theoret- 
ical and practical training must be determined if grad- 
uates of schools of public health are to be equipped 
both for their immediate duties and for future responsi- 
bilities. 


IMPROVED AND INCREASED HEALTH PERSONNEL 


Requirements for health workers must be estimated 
with reference to the level of service desired. A mini- 
mum estimate may be determined by reference to cur- 


rent demand for service; a maximum estimate, by con- 


sideration of how to provide adequate or “needed” 
service to all the people. Demand for medical services 
varies greatly with economic conditions, the availabil- 
ity of service, methods of payment and the education 
of the population, to name only a few of the factors 
involved. Only when barriers are overcome does de- 
mand approach the level of need. 

At any given level of service, the number of persons 
required to give such service will vary with its organ- 
ization. The amount of service which each health 
worker can provide will depend, for example, on avail- 
ability of office assistants, utilization of paramedical 
personnel, availability and physical set-up of hospital 
and other facilities, and distances that must be traveled. 

Although requirements for health workers depend on 
a large number of variables, a considerable body of 
data is available for use in estimating those require- 
ments. 


Physicians 


Physicians and other health workers recognize that 
the United States lacks pediatricians, psychiatrists, 
specialists in pulmonary medicine and in physical medi- 
cine and rehabilitation, pathologists, radiologists, an- 
esthesiologists, physicians in the fields of industrial 
medicine and public health, and well-trained general 
physicians. Medical schools need more faculty mem- 
bers. Many of the people who appeared at the Com- 
mission’s hearings also testified to the shortages of 
physicians. 

Needs have been more precisely estimated in some 
fields of service than others. It is easier, obviously, 
to measure demand in salaried fields than in private 
practice. 

In the field of public health, the Public Health Serv- 
ice now requires some 100 additional physicians and 
expects to need almost a thousand more by 1960. 
State and local health departments already have almost 
500 vacant positions, and it is estimated that almost 
1,800 more physicians would be needed to provide ade- 
quate local public health services. 

For industrial medicine, a subcommittee of the 
Council on Industrial Health of the American Medical 
Association has indicated that by 1953 some 1,600 


additional full-time (or equivalent) physicians would 


a 


be needed simply to provide for new workers in defense 
industry. This estimate was based on the Commit- 
tee’s recommendation that a typical defense plant with 
10,000 employees and moderate hazard should have 
four physicians—a ratio of 1 physician to 2,500 
workers. Many more physicians would be needed to 
remedy existing deficiencies throughout industry. 

Mental hospitals probably need about three times 
as many physicians as they now have, or about 4,000 
additional doctors. This estimate is based on a staff- 
ing standard proposed by the American Psychiatric 
Association in 1945. The Association suggested that 
mental hospitals should have 1 physician for each 
100 admissions per year, plus 1 physician for each 
200 resident patients at the end of the year. Mental 
hospitals admitted some 300,000 patients last year, and 
the census of these mental hospitals stands now at about 
700,000 persons. In 1949, this Association revised 
its standards to differentiate between various types of 
mentally ill patients. But data on types of patients in 
hospitals are not yet exact enough to allow estimates 
of total needs on the new basis. 

For the staffing of tuberculosis hospitals, the Amer- 
ican Trudeau Society has recommended as a minimum 
standard at least 1 full-time physician for the first 
100 resident patients and 1 additional full-time physi- 
cian for each 50 (or portion of 50) additional 
patients. This standard, which was developed in 1945 
on the basis of treatment methods current at that time, 
would indicate a total need for some 1,500 physicians, 
or about 500 in addition to the present supply. If 
levels in the better hospitals are not to be brought 
down to the minimum standard, the total need is 
greater than these figures suggest. Also, new methods 
in treatment of tuberculosis may be adding to physi- 
cian requirements. 

Medical schools have between 200 and 500 unfilled 
faculty positions, most of them for physicians. About 
50 schools, or almost two-thirds of the total, have staffs 
smaller than the accepted standard of 1 faculty mem- 
ber to 4 preclinical students and 1 member to 3 clinical 
students. 
clinical departments alone would require the equiva- 
lent of 600 full-time physicians. This makes no allow- 
ance for clinical faculty in new schools about to be 


To bring these schools up to standard for 


opened; the average-sized school needs about 50 physi- 
cians in clinical fields. Further physicians would be 
needed to help staff preclinical departments. 


Data from prepayment plans and other studies 
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indicate that to provide adequate medical care to in- 
dividuals requires on the average about one physician 
for each 1,000 people. 

In the following paragraphs six estimates of total 
physician requirements are presented. They are pro- 
jected to 1960, for a population of 171,176,000—the 
Census Bureau’s medium population forecast. These 
estimates are based on a series of assumptions, ranging 
from maintaining the status quo to bringing to all areas 
the proportion of doctors now available only in the most 
favored areas. 

Premise 1.—That in 1960 we should have the same 
over-all physician-population ratio as in 1940—133 
physicians per 100,000. 

To maintain this level in 1960 would require 227,000 
physicians. 

Premise 2.—That in 1960 we should have the same 
physician-population ratio as 1949—135 per 100,000. 
This would require a total of 231,000 physicians. 

Premise 3—That in 1960 we should have the same 
civilian physician-population ratio as 1949 and also 
meet military needs for somewhat larger Armed Forces, 
expand personnel in industry, public health, medical 
school faculties and civil defense so as to meet defense 
needs. 

This is the set of assumptions adopted by the Health 
Resources Advisory Committee of the Office of Defense 
Mobilization. Its estimated requirement for 1960 (ad- 
justed to include retired physicians) was for 244,000 
physicians. 

Premise 4.—That in 1960 we would need enough 
physicians to: 


Table 32.—Physician requirements for direct care, 1960, 
premise 4 


Physicians required to give direct medical care to the civilian population, 
at a standard of 1 physician per 1,000 population in areas now below that 
level, and to maintain 1949 ratios in all other areas] 


Physicians in 
private practice 
per 1,000 popu- 




















, 1960 pop- | 1960 phy- 
Region piste J20) dlation 3! sana 
1960 sands) ments 
1949 stand- 
ard 
Oval == 5a ee 102 to LOLA L765) 1885251 
New England_-__------ 22 Bete el On216 12, 463 
Central Atlantic_._-_-- 1. 30 | 1. 80 | 39, 543 51, 405 
HBOUUMCASU eee eee .70 | 1.00 | 35, 824 35, 824 
Southwest+:==-2)-..52 . 85 | 1.00 | 12, 930 12, 930 
East North Central____} .99 | 1.00 | 34, 481 34, 481 
West North Central____| .93 | 1.00 | 14, 989 14, 989 
Rocky Mountain__--_-_- 1503 set 05 4, 015 4,135 
NareWests2..2--..eee AD ED ele Onl! hl Omid eles: 
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(1) give direct care to the civilian population at a 
rate of 1 physician per 1,000 population—which would 
require about 188,000 physicians, as indicated in 
Table 32; and 

(2) maintain present levels of intern and resident 
training and service in hospitals, meet standards for 
public health, industrial service, mental and tubercu- 
losis hospitals, and medical schools, and meet the re- 
quirements of the Armed Forces at present staffing 
levels, which would require another 75,000 physicians. 

This fragmented approach to medical-care require- 
ments has certain shortcomings of duplication (full- 
time faculty members and hospital house staffs giving 
medical care, for example). On the other hand, how- 
ever, it very much understates needs in certain cate- 
gories of service (psychiatry, rehabilitation, and in- 
dustrial medicine, for example). 

The total requirements for physicians to provide this 
standard of service would add to 263,000 in 1960. 


Table 33.—Total physician requirements, 1960, 








premise 4 
Physician 
Area of service require- 
ments 
Total) 1960 requirements. 42-2 - =e 263, 000 


Direct care: 
See.table.o2:for. detail 2-2 eo eee ee 188, 000 


Publicthealth: => ee Se ee a eee 6, 000 
Industrialimedicines:.< 4222-4 a ee See 3, 500 
Mental hospitals... .-- se eee ee 8, 000 
‘Tuberculosis hospitals 2 see ee eee 1, 500 
Military—present troop strength. Physicians 

required above those needed for this number 

of persons in civilian: life 32 Sea pale ee 10, 000 


Interns and residents in hospitals__----------- 25, 000 
Medical schools, schools of public health, re- 


search (full-time equivalents)_.__.---------- 6, 000 
Other services (insurance, etc.) _.___----------- 4, 000 
Retired and not in practice !__..-..---------- 11, 000 





1 The “retired and not-in-practice’’ figure given here is comparable to that 
in the 1950 AMA Directory. 


Premise 5.—That a reasonable goal in terms of pres- 
ent standards of service would be to bring the lower 
regions of the country to the 1949 national average 
ratio of 131 physicians per 100,000 civilian population 
(including private practice, institutional service, teach- 
ing, public health, industry, Veterans Administration, 
and retired—excluding only physicians in the Armed 
Forces) and to meet the needs of the Armed Forces at 
present levels. 

The total requirement figure, at that level, would be 
255,000 physicians. (See Table 34.) 


Table 34.—Total physician requirements, 1960, 
premise 5 
6 A he 4 sn re ae ee 


Total physicians 


per 100,000 1960 1960 








Region population opulation physician 
require- 
1949 stented EE a 
Totals soe FO 1 149 |171, 176 | 255, 487 
New England_-________ 164 164 | 10, 216 16, 754 
Central Atlantic_______ 167 167 | 39, 543 66, 037 
Southeast. sts sha). 92 1381 | 35, 824 46, 929 
Southwest__.....____- 103 131 | 12, 930 16, 938 
East North Central____| 125 131 | 34, 481 45, 170 
West North Central____| 122 131 | 14, 989 19, 635 
Rocky Mountain_-____ 131 eal 4,015 5, 259 
emeay Ost. lc7-.--- 0 150 L5OFE LOT Ce 28, 765 
Military—requirements 
in excess of civilian 
BAG Rin ee Ril ered ooo nee | Ee 10, 000 











Premise 6.—Another approach to estimating need is 
to assume that the over-all physician-population ratio 
achieved by a wide area with a long history of a gener- 
ally high economic and education level and with a 
relatively good supply of health facilities is a reasonable 
goal for the rest of the country. 

The area of New England and the Central Atlantic 
States had in 1949 an average ratio of 166 physicians 
per 100,000 civilian people. 

To serve the expected 1960 civilian population at 
that rate and to meet military needs would bring the 
total need to 292,000. 

These six estimates for physicians are summarized 
below: 


Table 35.—Total physician requirements, 1960, 6 





premises 
Total 
Premise physician 
require- 
ment 

1. Maintaining 1940 gross physician-population 

eo 5 eel ea pera ey ei 227, 000 
2. Maintaining 1949 physician-population ratio. . 231. 000 
3. Maintaining 1949 civilian population ratio, 

meeting military and other mobilization 

needs (based on Health Resources Advisory 

Committee estimate)..............+.05+- 244, 000 
4. Meeting certain specified standards of service. 263, 000 
5. Bringing low regions and population increase 

up to 1949 average civilian physician-popu- 

lation ratio, and meeting military needs... .. 255, 000 
6. Bringing all regions to 1949 civilian physician- 

population ratio for New England and the 

Central Atlantic States, and meeting mili- 

Peeyoueedee ASE eae... ss 292, 000 





The expected number of physicians in 1960 is 233,- 
000. Thus, in 1960, taking into account the expected 
increase in graduates, the total number of physicians 
will just about maintain 1949 gross physician-popula- 
tion ratios. 

It is apparent that even if there were no other bar- 
riers, the shortage of physicians in itself will set a sharp 


limit to the extent to which better medical service can 
be provided in the next decade. Increasing the num- 
ber of physicians to a level at which minimum stand- 
ards can be met in all parts of the country must be 
considered as a long-range job. As has been pointed 
out, increased production of physicians will require 
more faculty members and more facilities. Even with 
adequate financing, this will take many years. 

For the immediate future, we must not only plan 
this long-range job, but consider the means of improv- 
ing utilization of presently available physicians, im- 
proving the utilization and increasing the numbers of 
auxiliary workers, and developing effective methods of 
bringing physicians into understaffed areas, both geo- 
graphic and in certain fields of practice. 

To accomplish this, it will be necessary to give 
medical students an understanding of the challenge of 
opportunities for service, to provide more adequate 
and attractive facilities and educational opportunities, 
to make consultant service more generally available, 
to develop methods of giving some financial security 
and incentive to physicians in these areas and to in- 
crease the use of auxiliary personnel. These needs, 
in turn, go back to the problem of the organization of 
medical service and facilities. 


Dentists and Auxiliary Dental Workers 


The demand for more dental service is widespread. 
One physician, the dean of a medical school, appearing 
before the Commission, made the following statement, 
which is characteristic: “I got a terrific surprise about 
3 or 4 years ago when we had hearings in our State on 
the health needs, two in small communities and two 
in large communities. The question that was most 
persistent in all those discussions was, ‘Why don’t we 
have more dentists?’ ” 

While it is difficult to evaluate present actual demand 
for dental service, certain statements are possible on 
the tremendous volume of unrehabilitated dental dis- 
ease and defects. Of the 31 percent of drafted men 
classified as not available for general military service 
in World War II, for example, 24 percent were re- 
jected for defective and deficient teeth. Even after 
the worst cases had thus been sorted out, one out of 
every four inductees required emergency dental treat- 
ment, and one out of every five required dentures. 
According to a survey sponsored by the American 
Dental Association, to take another example, only 30 
percent of elementary school children needing dental 
care receive such care. 

A few studies have been made to determine the num- 
ber of dentists needed to give adequate care. Los 
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Alamos, for example, provided full dental care to 
10,000 people, including children, with nine dentists, 
two hygienists, one dental technician, one dental roent- 
genologist, and nine dental assistants. 

Other studies suggest that one dentist can care for 
1,000 to 1,200 persons. The Armed Forces find that 
the need for dental care is so great among men in 
service that one dentist for 500 troops is not too high 
a ratio. 

While important measures for the prevention of 
dental caries are currently being introduced, they are 
not likely in the foreseeable future to affect the num- 
ber of dentists required. About 11 million persons in 
the United States are drinking fluoridated water, and 
fluoridation of water supplies for an additional 17 mil- 
lion persons has been approved. Topical application 
of fluorides for the rural population is now being 
urged. Although these programs may eventually re- 
duce greatly the dental disease, such gains will prob- 
ably for some time be offset by increased demands for 
the growing old-aged population. 

Dentist requirements can be considered in much the 
same way as physician requirements, in a spectrum 
from minimum in terms of demand to an optimum 
which approaches meeting the need. Six series of 
premises parallel to those for physicians are presented 


below, for 1960. 


Table 36.—Dentist requirements, 1960, 6 premises 








Total 
Premise deukiss 
require- 
ment 

1. To meet over-all dentist-population ratios of 

1940 .(60/2.00,000) ote cinch accede lt pn 24 103, 000 
2. To maintain 1949 dentist-population ratios 

(59/100:000) 2.55 CUR cee eee 101, 000 
3. To maintain 1949 civilian dentist-population 

ratios and meet the needs of the Armed 

Forces, public health, dental schools, and 

civil defense (H RAG) aencimRee- > 4: oss s 109, 000 
4. To give service to civilians at a rate of 1 dentist 

per 1,200 population, meet standards for 

public health, dental schools, and the Armed 

Horées .....dnt202 . SPORREL.. hR oers is tals. 161, 000 
5. To bring the lower regions of the country to 

the national average ratio of 58 dentists per 

100,000 civilian population (including pri- 

vate practice, institutional service, teaching, 

public health, industry, Veterans Adminis- 

tration, and retired) and to meet the needs 

of the Armed Forces at present levels... .. 117, 000 
6. To bring all regions of the country to the aver- 

age level of New England and the Central 

Atlantic States, and meet the needs of 

the Armed Forces at present levels ....... 131, 000 
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Table 37.—Dentist requirements, 1960, premise 4 


1960 
Area of service fot 
ments 
Total 1960 requirement__-.------------ _161, 000 
Direct care: At ratio of 1 dentist per 1,200 pop- 

WlATON sn At ee ne a eee 1438, 000 
Publie health f G2 RBElUt AE SSS eee 1, 000 
Dental school faculties____.._._._--------- = seen 2, 000 
Military—present troop strength: Dentists re- 

quired above those needed for this number of 

persons in ¢ivilian lifeL___i20_...2..53sheess 4, 000 


Retired and not in practice !__-__...--LL522--2 11, 000 


1 Estimated on basis of 1950 retirement rates. 


Table 38.—Dentist requirements, 1960, premise 5 











Dentists per 
100,000 
population 1960 1960 
Region population | dentist re- 
om (thousands) | quirements 
1949 | standard 
T otali bse ot sie be 58 68 {171,175 | 116, 951 
Neéweneiant eso ae 68 68 | 10, 216 6, 947 
CentralvAtlanticl.-2--258 75 75 | 39, 548 29, 665 
Southesstus = ore. 31 58 | 35, 824 20, 778 
Southwester a 22 eee es ae 33 58 | 12, 930 7, 499 
East North Central_____- 61 61 | 34, 481 21, 033 
West North Central_____- 66 66 | 14, 989 9, 893 
Rocky Mountain_______- 57 58 4,015 2, 329 
Bar iWestusaeee sitioves tf 72 T2v iced Quel 7 7 13, 807 
Military—requirements 
in excess of civilian 
ratios .40 2) ee ee eee ees 5, 000 








The detail upon which premise 4 and premise 5 are 
based are shown in the two tables above. 

The expected supply of dentists in 1960 is 101,000— 
which would just maintain the 1949 dentist-population 
ratio. 

Again for this profession, the present capacity of 
training institutions is so limited and the time and 
money required to set up additional facilities so con- 
siderable that it would at best be many years before 
the supply of dentists could meet the need for dental 
services. 

While great efforts are needed to maintain and in- 
crease the supply of dentists, the better utilization of 
the present supply is urgently needed. 

Better utilization of dentists requires the greater and 
more effective use of the dental hygienist (whose re- 
sponsibility includes cleaning teeth) and the dental 
assistant (who helps the dentist at the chair). Den- 
tists employing one assistant average about one-third 
more patients than those without such employees, 
while dentists employing two assistants average about 
two-thirds more patients. 

The expected supply of practicing dentists in 1960 
could probably ideally employ some 170,000 auxiliary 
workers. Data presented to the Commission indicated 


that about one-fourth of the time of the average dentist 
is given to prophylaxis, which suggests that dental 
hygienists could be utilized in a ratio of one hygienist 
to four dentists. This ratio would probably not hold 
for dentists in solo practice, however, and is, there- 
fore, probably too high for a total estimate. These 
figures suggest that a total of about 20,000 dental 
hygienists and 150,000 dental assistants could be used 
by the dentists in this country by 1960. 

In 1950, dentists employed approximately 3,600 full- 
time dental hygienists. The present rate of training 
of dental hygienists training is only about encugh to 
provide replacements for those who drop out of 
practice. 

The present supply of dental assistants is 55,000. 
Since the training period for these workers is rela- 
tively short, output could be stepped up much more 
quickly than for dentists, and the potential sources of 
recruitment are much greater. Effort in this direction 
should pay great dividends in meeting needs for dental 
service. 


Professional Nurses and Auxiliary 
Nursing Workers 


In spite of the spectacular increase in the number 
of nurses in the past 50 years, even the best supplied 
sections of the country today have shortages of all types 
of nursing personnel. 

The demand for nurses became so acute during 
World War II, and has remained so acute, that it has 
become necessary to bring large numbers of auxiliary 
nursing workers into the hospitals and other areas of 
nursing service. This in turn has created a serious 
need for nurses who can teach and supervise other 
workers, a need which is increasingly being met by 
nurses with college and postgraduate background. 

The most easily documented shortages are those of 
professional nurses. In 1948 the Committee on the 
Function of Nurses (Ginzberg Report) put the shortage 
of professional nurses at a minimum of 59,000. In 
1951 the Joint Committee on Nursing in National Se- 
curity estimated that there should be 65,000 more 
such nurses, without allowance for expanding military 
needs. In that same year the National Security Re- 
sources Board estimated that by 1954 the Nation would 
have a shortage of approximately 70,000 graduate 
nurses. 

In some hospitals the shortage of professional nurses 
has made it impossible to use all available beds and 
wings. 

Few mental hospitals even approach the American 
Psychiatric Association’s standard of | professional 
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nurse to 4 patients on units for the care of the acutely 
ill, and 1 nurse to 50 patients on units for senile and 
arteriosclerotic patients. 

Few parts of the country have adequate public health 
nursing services, and many areas lack such services 
altogether. In 1951, over 600 rural counties had no 
professional nurses engaged in full-time public health 
work. According to standards of the American Public 
Health Association, public health nurses should be avail- 
able at the rate of one per 2,000 population if bedside 
care is provided; or, if such care is not provided, at the 
rate of 1 per 5,000 population. According to estimates 
made by the Public Health Service, Federal, State and 
local health services need a total of about 36,700 nurses, 
or almost 19,000 more than the existing supply. 

Although professional nurse shortages are felt in all 
parts of the country and in all fields of nursing, it is 
generally agreed that they are worst in those positions 
which involve administrative, supervisory, and teaching 
responsibility, and expert knowledge in special fields. 

Perhaps the most critical shortage is that of nursing 
school instructors. All existing schools—those offer- 
ing advanced and basic programs and those offering 
practical nurse training—are having difficulties in 
securing qualified staff. 

These positions require a collegiate education. 
Strengthening and extending educational programs for 
this group will produce great dividends in improving 
care of patients and utilization of both graduate and 
auxiliary nursing workers. 

The Health Resources Advisory Committee estimated 
the 1960 requirement for graduate nurses with a bach- 
elor’s degree at 140,000. Other estimates presented 
to the Commission set the need at 150,000 to 170,000. 
The prospect at present levels of training (4,000 grad- 
uates a year) is for only 30,000—approximately one- 
fifth of the number needed. If the number of graduates 
were increased to 10,000 a year by 1960 the number 
might reach 45,000—still considerably less than half 
the requirement. As the report of the Health Resources 
Advisory Committee pointed out: “This shortage is so 
great that there seems no feasible method of closing 
the gap, or of approaching that goal, in the next 
decade.” 

Advanced preparation (post-baccalaureate) is re- 
quired for about half of those who should receive the 
first degree. Similar gross shortages are expected to 
continue in this area of training. 

The shortage of nurses stems in part from factors 
which are common to other fields—particularly the in- 
crease in population and the increased demand for 
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health services. But other factors—the greater use of 
hospitals; more intensive hospital care, involving more 
complex nursing techniques; the reduction of the 
nurse’s workweek; and the decreasing use of students 
to give nursing service—all combine to intensify the 
need for additional nursing personnel. 

So while the supply of nurses has increased, and can 
be expected to continue to increase, more rapidly than 
the population, the supply seems to fall more and more 
short of meeting the demand. In this area particularly, 
maintaining present ratios means falling increasingly 
short of meeting the demand. 

There are presented below a series of estimates of 
requirements for nurses for 1960 based on premises 
parallel to those used for physicians and dentists. 
For nursing it is necessary to base estimates on active 
rather than total members of the profession. 


Table 39.—Nurse requirements, 1960, 6 premises 





Total 
profes- 
sional 
nurse 
require- 
ment, 


1960 





1. To meet active nurse-population ratios of 
1940—215 per 100,000... 2... 20... seme eees 
2. To maintain 1951 active nurse-population 
ratios—237 per 100,000... 2. 
3. To maintain 1949 civilian nurse-population 
ratios, meet the needs of the Armed Forces, 
public health, industrial health, nursing 
schools and civil defense, and to staff new 
hospitals at present service ratios (based on 
Health Resources Advisory Committee 
estimate) 2 aii £2 eh. Rie RAI ae aeons 
4. To give adequate service. Standards for the 
proper ratios of graduate nurses to patients 
are ina state of flux. There is general recog- 
nition that too much of the time of profes- 
sionally trained workers is spent on work 
which could well be done by auxiliary work- 
ers, but wide difference of opinion as to the 
proper proportions of graduate and auxiliary 
personnel exist. Probably the best approx- 
imation of an estimate based on need is that 
presented to this Commission. This was for. . 
5. To bring the lower regions of the country to 
the 1951 national average ratio of 237 nurses 
per 100,000 population, and to meet needs of 
Armed Forces at the present level.......... 
6. To bring all regions of the country to the 1951 
average level of New England and the Cen- 
tral Atlantic States (308 per 100,000), and 
to meet needs of the Armed Forces at the 
present level 


368, 000 


406, 000 


475, 000 





475, 000 





458, 000 


529, 000 


ee eT 
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The detail upon which premise 5 is based is given 


below. 


Table 40.—Graduate nurse requirements, 1960, premise 5 

















Graduate nurses 
per 100,000 
population 1960 1960 nurse 
Region eis opulation | require- 
ee thousands)} ments 
1951 | standard 
‘Total are 237 267 |171, 176 | 457, 643 
New England-__-_--_---- 357 357 | 10, 216 36, 471 
Central Atlantic_- ----- 295 295 | 39, 543 | 116, 652 
Southeastae 8s sS2e22 232 150 237 | 35, 824 84, 902 
Southwestes2 ==. Seo 162 237 | 12, 930 30, 644 
East North Central__--| 238 238 | 34, 481 82, 065 
West North Central___-| 217 237 | 14, 989 35, 524 
Rocky Mountain_ _---- 255 255 4,015 10, 238 
Pars Westen ee see oe = 298 298 | 19,177 57, 147 
Military—reguirements 
in excess of civilian 
TRGIOS Eee oe es 2 oo re a ete te fee ee ere 4, 000 











The supply of active graduate nurses in 1960 is 
estimated at about 415,000. This would better the 
present nurse-population ratios, but not keep up present 
staff levels in proposed new hospitals, nor meet present 
unmet demands. 

The greatest bottleneck to an increase of graduate 
nurses is not training facilities, except at the collegiate 
level, but the limitation on the number of candidates. 

The proportion of girls who enter professional nurs- 
ing, which has risen from 11% to 4 percent in the past 
40 years, seems to be levelling off today. Collegiate 
schools are now gaining enrollment, and an increase in 
the capacity of such schools might bring further re- 
cruits from the ranks of those girls who want the satis- 
faction and prestige of college education. 

The improvement of training facilities and a decrease 
in the number of girls who drop out of schools of 
nursing before completing their training (over 10,000 
each year) are of primary importance. 

Of perhaps equal importance in maintaining the sup- 
ply is the improvement of working conditions for 
nurses so that as large a proportion of all graduate 
nurses as possible remains active in the profession. 

In regard to practical nurses and other auxiliary 
nursing personnel, the Health Resources Advisory 
Committee found: “About 5,000 practical nurses are 
trained each year. The outlook for 1960 at this rate 
of training is for about 20,000 additional practical 
nurses. If the present rate were stepped up to an 
output of 15,000 a year, by 1960 the total increase 
might reach 50,000. The supply of trained practical 
nurses should be increased as rapidly as possible to 


permit more effective utilization of professional nurses, 


particularly in the care of convalescent, chronic, and 
aged patients. 


“Because of the present critical shortage of both pro- 
fessional and practical nurses, there are now over 
250,000 inadequately supervised and poorly trained 
auxiliary workers who are assigned to nursing service 
in hospitals and perhaps another 100,000 working out- 
side of hospitals. 

“The 1960 requirement for auxiliary nursing workers 
(including practical nurses) on the basis of present 
utilization is estimated to be more than 450,000. The 
Committee believes that the improvement and expan- 
sion of inservice training programs of auxiliary nurs- 
ing personnel is of immediate importance in meeting 
existing critical needs as well as providing nursing 
services on an economical long-range basis.” 

All of the estimates in these fields take us to the same 
place. The coming decade will not see the solution of 
the problems of nursing service—it can only, at best, 
develop the machinery by which they may be met. 


Summary 


The situation in regard to the three key professional 
groups is summarized in the following table: 


Table 41.—Physicians, dentists, and nurses, estimated 
supply and requirements, 1960 











maa: Physi- | Den- | Profes- 
remise Gans tists | sional 
nurses 
Expected supply............... 233, 000) 101, 000/415, 060 
Requirements based on certain 
premises: 
1. To maintain 1940 over-all 
PALOGMA MA sr ia oa eee le 227, 000} 103, 000/368, 000 
2. Tomaintain 1949! over-all 
SR ibietien ada a 231, 000) 101, 000/406, 000 
3. To maintain 1949 civilian 
ratio, staff new hospi- 
tals, and meet pro- 
jected military and mo- 
bilization needs....... 244, 000) 109, 000/475, 000 
4. To meet specified stand- 
ards of services....... 263, 000} 161, 000/475, 000 
5. To bring lower areas of 


country to 1949! aver- 
age ratios, and _ to 
meet needs of Armed 
Forces at present level. 
6. To bring all regions of 
country to 1949! aver- 
age ratios for New 
England and Central 
Atlantic States, and to 
meet needs of Armed 
Forces at present levels. 


255, 000} 117, 000/458, 000 


292, 000) 131, 000/529, 000 





11951 per nurses. 


In 1960, it appears, the number of physicians and 
of dentists will maintain the 1949 ratios to population. 
The number of nurses will have increased enough to 
improve the ratio to population, but not enough to 
staff expected new facilities on present staffing patterns, 
or meet projected needs. 


Paramedical Personnel 


In most branches of paramedical specialization the 
supply of personnel does not equal the ever-growing 
demand. The reasons for this personnel shortage are 
complex. In many cases, recruitment programs could 
be improved. Present training facilities are inadequate 
in many areas. Not all training schools are efficiently 
used. Low salaries and poor working conditions, to- 
gether with little opportunity for advancement, may 
deter otherwise enthusiastic candidates. Sometimes 
the standards set by the national organization, accredit- 
ing agency or registry may be unrealistically high and 
the training period too long. 


Hospital Workers 


A number of estimates of demand and need for hos- 
pital workers have been made in the past years—all of 
them indicating acute shortages. 
them, and most comprehensive, is that made by the 
American Hospital Association. 

This Association found shortages of about 2,000 to 
4,000 in 7 of the most important groups of hospital 
paramedical workers, with these shortages expected to 
be twice as great in another 5 years. The opening of 
further hospitals will increase these deficits. Not all 
workers currently employed have adequate professional 


Important among 


Table 42.—Paramedical personnel in hospitals—current 
employment, job vacancies, and additional personnel 
needed in next 5 years, February 1952 


[Projected from data submitted by 3,437 hospitals] 





5 ; ee 

Curr ently urren personne 

Personnel group employed xi obs meoded Si 

years 

TL otal ewe 2 eee 67, 410 | 17, 828 35, 147 
Dietitianss$5§ -eiess ther = 10, 262 3, 334 5, 392 
Laboratory technicians_____| 24, 979 3, 737 10, 528 
Medical social workers_.____ 5, 062 2, 280 3, 507 
Medical record librarians____| 5, 303 2, 145 3, 078 
Occupational therapists _-____ 3, 624 2, 265 2, 897 
Physical therapists_________ 5, 219 1, 940 3, 323 
X-ray, technicianso..-..._.2 12, 961 VPRO 6, 422 





Source: Hospitals, The Journal of the American Hospital Association, 
p. 70 (Chicago, Ill., April 1952). 
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or technical preparation. Pharmacists, another major 
technical group employed by hospitals, are perhaps 
alone in being available in sufficient numbers to meet 
the hospital needs. 

Requirements for hospital administrators are in- 
creasing. Besides going to general hospitals, some in- 
dividuals with training in hospital administration are 
entering chronic and mental hospitals and are doing 
organizational work for such health groups as prepay- 
ment plans, hospital councils and public health agen- 
cies. The greatest need is in the approximately 3,000 
hospitals with under 75 beds. 


Public Health Workers 


In 1951, at the request of the Health Resources Ad- 
visory Committee, the Public Health Service made a 
survey of vacant positions in State and local health 
departments. Their findings represent only a mini- 
mum level of demand, because the survey covered only 
currently budgeted positions. Many agencies do not 
set up positions in their budgets unless they have good 
expectations of filling them in a reasonable time. Even 
so, there were almost 1,500 budgeted vacancies for 
paramedical workers in health agencies. 


Table 43.—Budgeted, filled, and vacant positions reported 
for paramedical personnel, State and local health 
departments, 1951 



































Number Positions 
10) 
Position agencies|__ 
aay Budgeted) Filled | Vacant 
“otal. eee 1, 341 |17, 075 |15, 586 | 1, 489 
HANbATlanet=se se. aoe ae 1,110 | 5, 589°} 5,279 310 
Bacheriglo cists. ose eee 206 | 1,320 | 1, 212 108 
Pnipineerte.: S28 pau 254 | 1, 120 956 164 
Laboratory technician__--| 194 | 1, 101 994. 107 
Administrative manage- 
Mente see oe eee 184 778 734 44 
Technicians other than 
laboratory = ..2¢— S252 163 755 685 70 
Public health investigator_| 229 623 583 40 
Health educator___------ 220 463 372 91 
Statistician and analyst-_| 114 359 307 52 
Chemist-2o- oe neeee ee 82 351 326 25 
Meterinarianast) eee 143 325 291 34 
Medical social worker__-__ 88 260 217 43 
Nutritionist... eee eee= 82 224° 189 35 
Psychiatric social worker- - 50 132 96 36 
Other te 8 ee eee 246 | 3,675 | 3, 345 330 


Source: Study conducted in 1951 for Health Resources Advisory Commit- 

tee by the Public Health Service. Arranged in rank order of budgeted 
ositions, This covers all personnel exclusive of physicians, dentists, dental 
ygienist, graduate and practical nurses. 


The extent to which these figures understate the real 


need is indicated by the following estimates of numbers 
of sanitary engineers and sanitarians who would be 
needed to staff local health units under the provisions 
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of the proposed Local Health Units Bill. The Execu- 
tive Committee of the Association of State and Terri- 
torial Health Officers has estimated that 560 more sani- 
tary engineers would be needed for expanded health 
work under that bill. From 1,000 to 2,000 additional 
qualified sanitarians would be required. 

Similarly, vacancies do not begin to measure the 
need for other public health workers. For example, 
while State and local health departments had only 91 
openings for health educators in 1951, the real need 
is variously estimated from 5,000 to 16,700. To meet 
even the minimum estimated need, it would be neces- 
sary to train about 390 a year, or about 3 or 4 times as 
many as are now being graduated. Likewise, the 
American Public Health Association Year Book 1952 
cites a standard of 1 veterinarian per 100,000 popula- 
tion for State and local health departments. Although 
there were only 34 vacancies in 1951, it would take 
over 1,000 more veterinarians to meet this standard. 

Shortage of paramedical workers, then, will present 
a continuing problem. 


Meeting the Need 


Attention must be given to the organization of train- 
ing for paramedical specialties. There are already 
too many small and weak schools engaged in training 
various types of workers. In many areas it would 
probably be better to concentrate on strengthening 
existing teaching centers than to create new schools. 
In some areas, regional programs could be organized 
to allow those States which have no schools to make 
use of existing facilities. 

Recruitment must have concerted attention, and 
financial assistance to students could be expected to 
facilitate recruitment. 

More teachers are critically needed in almost every 
field. Low salaries, the extra cost of advanced train- 
ing required for teachers, and lack of research oppor- 
tunities for faculty members all contribute to the 
shortage. 

Salaries of paramedical workers are frequently too 
low. Engineers and X-ray technicians, among others, 
generally would make more money in industrial posi- 
Salary schedules of paramedical groups should 
be revised with more direct reference to their training, 
experience and responsibility. 

By careful planning, it would be possible to make 
better use of married women workers, particularly 
those with young children. The employment of mar- 
ried women has markedly increased in the past few 
years. Many hospitals have developed plans and shifts 


tions. 


so that they can use women who can work only part- 
time or during hours that can be fitted in with family 
responsibility. 


Commission Recommendations 


FOR IMPROVED AND INCREASED PERSONNEL, 
THAT: 


1. To overcome the present financial crisis in our 
institutions for the education of health personnel, Fed- 
eral funds be made available: 

a. To schools of medicine, dentistry, nursing, and 
public health for modernizing and expanding their 
physical facilities. 

b. To these same schools to make up operating 
deficits; these operating funds to be used wherever 
consistent with the highest quality of education, for a 
gradual, carefully planned expansion of enrollment 
without discrimination on account of race, creed, or 
geographical residence. 

c. To encourage the development of new medical, 
dental, and public health schools, and collegiate schools 
of nursing in those areas of the country which are now 
in need of such schools. 

2. To remove the economic barriers which now re- 
strict the freedom of American youth in gaining en- 
trance to the health professions and which thereby 
jeopardize the future calibre of the professions: 

a. That Federal funds be made available for scholar- 
ships to students who could not otherwise afford to 
attend school for education and training in the health 
professions. 

b. That the State governments improve their second- 
ary and collegiate school systems through increasing 
financial support, so that students desiring to enter the 
health professions shall not be handicapped by the 
poor quality of their pre-professional training. This 
applies with particular force to rural areas, since we 
must draw largely upon the rural youth of the country 


to return after their professional education to fill up 
the big gaps in health services in these areas. 

3. To meet the need for additional Negroes in the 
health professions: 

a. That special programs be formulated to make 
more and better pre-professional and professional op- 
portunities available for the education and training of 
Negroes in the health professions. The dual system 
of education in some parts of this country has made it 
impossible for many Negroes to receive the high quality 
secondary and college education needed to qualify 
them for professional training. The discriminatory 
bars which start at the secondary school level and run 
all the way through post-graduate training, internship, 
and hospital affiliation must be removed wherever they 
exist. 


FOR GENERAL PHYSICIANS, THAT: 


1. An intensive field study of the general physician’s 
work, conditions of work, education, training, and eco- 
nomic status be made through the cooperative endeavor 
of such authoritative bodies as the American Medical 
Association, the Public Health Service, the American 
Academy of General Practice, the Association of Amer- 
ican Medical Colleges, the American College of Sur- 
geons, the American College of Physicians, and the 
American Public Health Association. 

2. Educational programs for the undergraduate, 
graduate, and postgraduate student be planned to pro- 
vide the general physician with the best possible basic 
training and with continuous education throughout his 
professional life; and that hospitals and professional 
groups explore ways of extending appropriate hospital 
affiliation to all general physicians. 


FOR SPECIALISTS, THAT: 


1. Group practice be further developed as a means 
of concentrating and coordinating the skills of special- 
ists for the needs of patients. 
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HEALTH FACILITIES AND SERVICES 


An increasingly wide range of physical facilities is 
being used today for health services in the United 
States. Medical care is no longer restricted to the 
physician’s office, the home and the hospital. Its in- 
creasing complexity and reliance on elaborate tech- 
nical equipment have led to new facilities in industry, 
in schools and in the community, in addition to facili- 
ties for the treatment of patients and for the production 
of physicians’ tools. 

Hospitals retain a traditional major role in the care 
of the sick and injured. Medical, dental and other 
professional schools have extensive teaching and re- 
search facilities. Needs for health centers, diagnostic 
centers and rehabilitation units are increasingly rec- 


ognized. Nursing homes for the care of the convales- 
cent and the chronically ill are becoming more 
numerous. 

As the tools of medicine become more elaborate and 
expensive, providing them has become a growing prob- 
lem. Society is more conscious of its responsibility 
for providing medical care to the indigent. Many 
health departments now provide facilities for preven- 
tive and diagnostic services. The Nation’s defense 
program has called into being very specialized types 
of public health programs—those related to civil de- 
fense in the event of enemy attack. Many health serv- 
ices and much health education are provided by private 
and voluntary health agencies. 


HOSPITALS 


Introduction 


Hospital care, like all medical care, is in a period of 
rapid transition. This transition is characterized by 
a movement from simple bed and board care to a 
service that is highly complex and specialized, involv- 
.ing medical, social, educational, financial, and other 
aspects of care. This change has created a new role 
for the hospital in the field of health. 

Instead of offering purely curative care, the hospital 
has developed into a basic institution providing tech- 
nical facilities for health appraisal, diagnosis and 
treatment of disease, and an indispensable workshop 
for the practitioner. Through its ability to make mod- 
ern procedures available, the hospital exercises a strong 
influence on the quality and quantity of medical service. 

The impact of scientific advances, the changing meth- 
ods of medical education and patterns of medical prac- 
tice, and the modern treatment of disease, including 
chemotherapy and early ambulation, have accelerated 
the obsolescence of hospital equipment, and physical 
plant. Moreover, clinical research has far out-dis- 
tanced administrative practices in the hospital field. 
Progress in administration is necessary to ensure more 
effective application of clinical findings, efficient utili- 
zation of personnel, and economic utilization of health 
resources. 
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Because recent trends have attempted to bring serv- 
ices and facilities as close as possible to patients, an 
increased interest has developed in this country regard- 
ing health standards and adequacy of hospital care. 
This interest has been shared by both professional and 
lay groups. A recent development characteristic of 
this trend has been the formation of the Joint Commis- 
sion on Accreditation. One of the important contrib- 
uting elements to the trend is the Hospital Survey and 
Construction (Hill-Burton) program, with its em- 
phasis on hospitals in smaller communities and their 
relationships to metropolitan centers. 

In order to ensure care of high quality in all hos- 
pitals, it is important that serious consideration be 
given to the question of modernizing the larger hos- 
pitals and teaching centers, which are the reservoirs 
of research, training and the producers of the skills 
necessary to high quality care. This means that care- 
ful planning for the future must be done to meet the 
problems that exist and those that will rise. 

These problems cannot be solved by any one group, 
either government or private; everyone, including the 
consumer, must take an active part. The effects of 
hospital services are far-reaching and the responsibil- 
ity is general. This is evident from the following facts: 

1. Hospital service is one of the 10 major service 
industries in this country; 


2. The 6,600 registered hospitals in this country 
have about one and a half million beds, admit over 18 
million patients annually, have almost 3 million births 
annually, and employ over 1 million persons; 

3. Hospitals owned by local, State, and Federal 
Government agencies provide over one-third of the 
beds in general and special hospitals, well over nine- 
tenths of the beds for mental disease, and almost nine- 
tenths of the beds for tuberculosis; 

4, Nongovernmental hospitals care for 13 million of 
the 18 million persons admitted; 

5. The cost of treating these more than 18 million 
patients was nearly $4 billion in 1951; the payroll 
alone was over $2 billion. 


Table 44.—Hospitals and hospital beds in the United 
States, by type, 1951 








Type Hospitals Beds shire of 

“VGH 9 Led | oa a ie te 6, 637 |1, 529, 988 100. 0 
Joe ee 4, 890 640, 207 41. 8 
Ba ee os 3. 341 31, 421 | 
Nervous and mental__-_-_-_- 596 728, 187 47.6 
Mumporcwiosiss 2008 Jiu. 430 88, 379 5. 8 
Convalescent and rest____ 120 GALS ORS 
Our. 24 2 260 34, 679 PIER 











Source: The Journal of the American Medical Association, vol. 149, No. 2, 
p. 150, Table D. (Chicago, Ill., May 10, 1952). 


Of the Nation’s one and a half million hospital beds, 
beds in general and allied special hospitals account 
for less than half—44 percent of the total. A greater 
proportion, 48 percent, over 700,000 beds, are in mental 
hospitals. Tuberculosis hospitals have only 6 percent 
of the beds. 

These beds represent a very substantial investment. 
The country’s hospitals had assets of $8.2 billion at 
the end of 1951 and the hospital plant was valued at 
more than $6.4 billion. On the average, each hed 
represented a capital investment of over $4,200. Gen- 


Table 46.—Ownership of hospitals and hospital beds in 
the United States, 1951 


Ownership Hospitals Beds P soent of 

WPOtalte 35 oes Sues 6, 637 |1, 529, 988 100. 0 
Hedérale eey oe sere 388 216, 939 14. 2 
Sta temel See Bene ae 554 683, 376 44.7 
County andvetty is. 5. 3. 3 1, 090 197, 405 12.9 
Non-profits ae seco keen 2 124 225, 903 14.8 
Cire ene oe ees 1, 116 154, 053 10. 1 
iProprietar Ves oe se. ae 1, 368 52, 312 3. 4 





Source: The Journal of the American Medical Association, vol. 149, No. 2 
p. 151, table G. (Chicago, Ill., May 10, 1952). 


eral and special short-term nonprofit hospitals had the 
highest investment per bed ($6,500). Mental hospitals 
(non-Federal) with 43 percent of all beds had only 21 
percent of the plant assets and 18 percent of all assets. 

Since mental hospitals are primarily State institu- 
tions, it follows that almost half of all hospital beds are 
owned by State governments. Although nonprofit 
hospitals represent one-third of all hospitals they had 
only 15 percent of the beds. 

On an average day, about eight people out of every 
1,000 are in hospitals, more than half of them in mental 
hospitals. The utilization of hospital beds—from the 
viewpoint of admissions—looks very different. Out 
of each 1,000 people, 111 entered general hospitals in 
the course of the year 1951, two entered mental hos- 
pitals, and one entered a tuberculosis hospital. The 
people who entered general hospitals stayed on the 
average 10 days, those who entered mental hospitals 
stayed on an average over 2 years, and those who en- 
tered tuberculosis hospitals stayed 8 months. Patients 
in governmental hospitals had a longer average length 
of stay than patients in nongovernmental hospitals. 
Patients admitted to all private general hospitals had 
an average length of stay of less than 8 days compared 
with an average stay in government general hospitals 
of 17 days. 


Table 45.—Average daily census of hospitals in the United States, by type of hospital, 1951 





Type 


a ES Se ee eee ee oe 9 meer 
SEG TIS: Shida 6 DNRC EDD A ane ce an ge gm 
oo sogdnifiecice (a Be ee eee er seer 


Average daily census Admissions 
Average length 
of stay 
Number eronc Pop- Number I ne Pop (days) 

1, 298, 653 8.4 | 18, 237, 118 118. 9 26 
470, 692 3.1 | 17; 065, 821 1t13 10 
697, 521 4.5 307, 010 2.0 829 

73, 588 0. 5 107, 181 Uh 7 251 
51, 852 0. 3 757, 106 4.9 25 


| lich (oS Bae eee eee 


Sources: The Journal of the American Medical Association, vol. 149, No. 2, p. 150, table D, (Chicago, Ill., May 10, 1952), 
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Figure 57.—General Hospital Beds in the United States, 1952. 


General Hospitals Mental Hospitals 


In the past 20 years the number of general hospital 
beds had increased much faster than population, and 
use has increased faster still. In those 20 years the 
number of beds per 1,000 has increased from 3.1 to 4.2 


Construction in this field has barely kept up with 
the population increase. Mental hospitals as reported 
below include institutions for the epileptic and feeble- 
minded; preliminary data from the National Institute 


or about 35 percent while admissions have increased 

from 51 to 111 per 1,000, or more than 100 percent. 
Increased utilization has been made possible by a 

much shorter average length of stay—a drop from 14 


of Mental Health indicate that at the end of 1950 these 
institutions had a rated capacity of 116,000 beds and 
resident patients of about 135,000. In 1940 there were 
about 93,000 beds and 105,000 resident patients and 


days in 1931 to 10 in 1951; and secondarily by an in- 


in 1932 a rated capacity of 80,000 and roughly 93,000 
crease in the rate of occupancy. 


patients. The 1940 and 1932 data are for public insti- 


Table 47.—Utilization of general hospital beds, 1931-51 





Per 1,000 population 





Year Beds Census Admissions Percent 
Tene ae Beds Census Admissions ware 
TOS LE ot eee 384, 333 247, 560 6, 321, 861 64 Shel 250 o1..0 14 
TOS O sae, Soe Bale ie el 462, 360 325, 160 9, 219, 496 70 ay a 225 69. 9 13 
BO5Qe. Ws See ee 587, 917 433, 364 | 15, 830, 170 74 3. 9 2.9 104. 7 10 
POD ee os: See eee 640, 207 470, 692 | 17, 065, 821 74 4,2 Shel VSS 10 


—_—_—_—_—_—_—_—_e_n nm a 


Source:] The,Journal of the American Medical Association, vol. 149 No. 2, p. 155, table 2 (Chicago, Il]., May 10, 1952). 
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Table 48.—Utilization of mental hospital beds, 1932-51 


[Including institutions for the epileptic and the feeble-minded] 





Per 1,000 population 


Beds Census Admissions 
Beds Census Admissions 
ASS Sy ey EO ees ne A 479,548 | 455,473 | 169, 851 3. 8 3. 6 1.4 
a NE ey iy a A TG ee ) 621,284 | 590,712 | 190, 376 4,7 4.5 1. 4 
IES ieee OU | 711,921 | 687,567 | 307, 165 4,7 4.5 2.0 
Aah Hi ae 5 ca 3 728,187 | 697,521} 307,010 4.7 4.5 2.0 





Sources: The Journal of the American Medical Association, vol. 149, No. 2, p. 155, table 2 (Chicago, Ill., May 10, 1952). 


tutions only but probably represent about 95 percent 
of the total. 

The Public Health Service reports 384 patients in 
mental hospitals (exclusive of hospitals for epileptics 
and the feeble-minded) per 100,000 population in 1950, 
more than twice the rate found in 1903, the earliest 
year for which reasonably comparable figures were 
available. 

These hospitals are largely understaffed custodial 
institutions with an increasingly large proportion of 
old people. A study in New York State showed that 
persons 60 years and older made up 22 percent of the 
population of State mental hospitals in 1915, but 33 
percent in 1947. 


Hospital Beds Needed 


The Hospital Survey and Construction Act (Hill- 
Burton) sets forth certain ratios of beds as limits be- 
yond which the Federal Government would not aid in 
hospital construction in any State. These ratios were 
4.5 to 5.5 acute general beds per 1,000 population, 
depending on population density in the State; 5 mental 
beds per 1,000 population; 2.5 tuberculosis beds ‘per 
annual tuberculosis death over the most recent 5-year 
period for which data are available (but not exceeding 
the 1940-44 rate) ; and 2 chronic beds per 1,000 popu- 
lation. State plans submitted under this program esti- 


mated the number of non-Federal hospital beds, of each 
category, as of June 30, 1952. (See table below.) 

Of the total beds, various proportions—from 12 
percent of the tuberculosis beds and 14 percent of gen- 
eral and mental beds to 31 percent of chronic beds— 
are rated as unsafe or as otherwise unsuitable for use 
as a hospital. In addition to those beds which should 
be replaced, the States estimate that the Nation needs 
nearly 700,000 more beds. Shortages are most acute 
with respect to mental and chronic beds, with each of 
these categories requiring roughly 250,000 new beds 
in addition to replacements of nonacceptable beds. 

These estimates of additional beds needed must be 
accepted with some reservations. As hospitals come 
to serve increasing numbers of ambulatory patients, 
the relation of hospital beds to population becomes less 
satisfactory as a measure of the extent or capacity of 
Although it is still the best 


measure, there is urgent need for a reevaluation of these 


our hospital resources. 


ratios and a continuing determination of needs. The 
discovery of antibiotics, the practice of early ambula- 
tion, and other developments have led to a pronounced 
drop in average length of stay of patients in non- 
Federal short-term general and special hospitals (9.1 
days in 1946 to 8.3 days in 1951). This, by itself, un- 
less counterbalanced by other factors, would indicate 
a lowered need for general beds. 


Table 49.—Total beds and existing acceptable beds, by type, as reported by the States, June 1952 


en nn a ee 


Total beds Acceptable beds 
Percent 

Type of bed tabl 

Number oe LO Number Pr root RE SS 
aS ES | | ———e—eEe=Ee=Ee___e_eeee 
All types. -.--------------------------------- 1, 193, 910 terre 1,008; 121 6. 6 85. 3 
Ry ce ee te ae 552, 129 3. 6 483, 271 shyt 85.7 
eal neetV er Cri ay sey (Pte ho. See 485, 335 3.2 419, 128 2.7 86. 4 
Tuberculosis.._...-..------------------------------ 95, 355 32.1 83, 524 21.9 87. 6 
Wan W Oxps ate 2 alla ie eee es See ce ee 61, 091 0. 4 42, 198 0. 3 69. 1 


1 Civilian population for July 1952. 
2 Beds cma vere annual tuberculosis deaths over the most recent 5-year 


period for which data are available. 


Source: Public Health Service, Division of Hospital Facilities. Hospital 
Beds in the United States as of June 30, 1952 (Washington, D. C., November 
1952) Mimeographed. 
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Table 50.—Non-Federal hospital beds, by type, 1946-51 





Civilian pop- }——— 


ulation 
(in thousands) 


Year 


19462... Se eee eee 138, 394 
1947 ae ee eee 142, 595 
19482) 2-2. Se Lee eee 145, 171 
1940.8 oe Aon be ee ee 147, 512 
1950 ee eee 150, 208 
1951-2). ee ee eee 151, 082 

Percent increase or decrease 1946—-51_- +9. 2 


Non-Federal hospital beds ! (in thousands) 


General and special | 





























Total Tuberculosis Mental 
Both Short-term Long-term 
1, 199 556 473 83 75 568 
1, 200 550 465 85 70 580 
1, 226 549 472 77 76 601 
1, 248 556 477 79 78 614 
it Ploy 575 505 70 v2 620 
1, 308 579 516 63 73 656 
+8. 9 +41 +9. 1 —24. 1 —2.7 +15. 5 





1 Hospitals reporting to American Hospital Association; includes some 


nonregistered hospitals. 


Re-examination of the standards for determining the 
number of tuberculosis beds needed is also indicated. 
Changing patterns of case finding and care have meant 
that there are waiting lists for admission to tuberculosis 
hospitals even in some areas which are theoretically 
well-supplied. In view of the danger to the community 
of open cases which should be isolated, this situation 
indicates that the present standard of need for tuber- 
culosis beds (2.5 beds per annual tuberculosis death) 
may be too low. 

Hospital construction in recent years has been pro- 
ceeding at a rate never before equaled in our history, 
even when account is taken of the reduced value of the 
dollar. In 1951 the total value of construction on hos- 
pital projects amounted to more than $915 million. 
Of this amount over $130 million was for Federal and 
about $785 million for non-Federal projects, including 
nearly $300 million for State and local government 
hospitals. 

Despite the large volume of construction since the 
end of the war, however, the addition to the Nation’s 
stock of hospital beds has been small. Since the num- 
ber of Federal beds is closely related to the military 
effort (by the end of 1946 Federal beds still reflected 
World War II needs and in 1951, the Korean war), 
they are excluded from the following discussion. Over 
the period 1946-51, the number of non-Federal short- 
term general hospital beds has increased, but just 
enough to keep pace with the increase in population; 
the number of long-term hospital beds has decreased 
markedly; the number of tuberculosis beds has de- 
creased slightly, but since tuberculosis deaths have 
declined more rapidly, the number of non-Federal beds 
has increased in relation to the number of deaths (1.5 
beds per tuberculosis death in 1946 to 2.1 beds per 
tuberculosis death in 1951). The number of mental 
hospital beds (including beds for mental defectives 
and epileptics) has increased substantially in the ag- 
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American Hospital Association. Hospitals—Administrator’s 


Source: 
(Chicago, Ill., June 1952). 


Guide Issue, vol. 26, part II, p. 3. 


gregate but only slightly after the increase in popula- 
tion is taken into account. 

If beds in Veterans’ hospitals are included in the 
count, beds available to the civilian population have 
more nearly kept pace with the population increase. 


Table 51.—Non-Federal and Veterans Administration 
Beds 


[In thousands] 





























General 
Year 1Total| and peas poet Mental 

special 

9 
LOAG ee ee 1280 582 84 621 
LORILY “de P> aint tcets 1, 415 620 87 709 
Percent increase, 

VWOAG=5 leh ie nse ote 9. 9 GxD 3. 6 14. 2 





1 Veterans Administration beds include operating beds only. 


Construction Under Hill-Burton Program 


The program of Federal aid to the States for hospital 
construction (Hill-Burton) has played an important 
role in the total picture in recent years. This program 
has helped to finance 27 percent of all non-Federal 
hospital construction in the 4-year period, 1948 through 
1951. In 1950 Hill-Burton funds financed 35 percent 
of non-Federal hospital construction and in 1951, 31 
percent. 

Through June 30, 1952, 1,827 projects, with a total 
cost of $1,418 million, of which the Federal share is 
$503 million, had been approved for construction under 
this program. Of the total projects, 950 with a total 
cost of $498 million and 35,000 beds have been com- 
pleted and are in operation; 774 projects with a total 
cost of $826 million are under construction; and 103 
projects with a cost of $94 million have been approved 
for construction. These projects have been or will be 


Table 52.—Hospital beds required to meet the standard of the Hospital Survey and Construction (Hill-Burton) Act, 
existing acceptable beds and additional beds needed, by region, June 1952 








New beds needed 
: Total bed Existi - 
Region poured . Sate ene Replacements 
Total for nonaccept- Additional 
able 
A NB ie i we 1, 863, 300 | 1, 018, 121 846, 280 175, 789 670, 491 
Berememe ined Nest Mii ol) esas bee lesued 116, 827 81, 654 35; 173 8, 016 27, 157 
EAD ge se 440, 908 282, 509 158, 399 51, 574 106, 825 
ee ees oe ee ee eee 393, 937 175, 560 218, 377 24, 964 193, 413 
SEES ET ee ene Ts 2) 143, 302 67, 773 75, 529 6, 422 69, 107 
OS EST ae eo 370, 402 180, 849 189, 789 48, 810 140, 979 
West North Central ee Ste ee Be 173, 183 100, 848 72, 330 17,630 54, 702 
nmnniratain) OO, cap 2kl syle 2ceb 43, 807 26, 433 18, 239 3, 476 14, 763 
np NSC ai 2 ae ee See ee 180, 934 102, 495 78, 439 14, 894 68, 545 


1 The number of tuberculosis beds required is based on average annual 
tuberculosis deaths over a 5-year period. 





Source: Table 327, volume ITI. 


Table 53.—General hospital beds required to meet the standard of the Hospital Survey and Construction (Hill-Burton) 
Act, existing acceptable beds and additional beds needed, by region, June 1952 

















New beds needed 
, Total bed Existi a4 ee ajo a in 
Region pound . : ablel das Replacements 
Total for nonaccept- Additional 
able 

Minikedsmcavesse. soc. ce seen. oe 699, 882 473, 271 226, 611 78, 185 148, 456 
EVENT ck ee ne ee a 44, 716 30, 402 14, 314 6, 642 7, 672 
lee URAeAT AN GICs) sty. ue, wea Le ole 162, 439 116, 439 46, 000 26, 132 19, 868 
Ge eerer TR Hive betel Jf ibe weet 146, 331 86, 556 59, 775 11, 407 48, 368 
Siem ask Bigee SEES Se 54, 064 37, 899 16, 165 3, 485 12, 680 
Hehe MGribecentral. 22.0234) o2 2-205. foe 138, 531 89, 182 49, 349 15, 495 33, 854 
SMPnieMOrele@entral. 7.0.5 525.2.2 2-5 5-t 67, 993 53, 164 14, 829 7, 837 6, 992 
oy Sy ST ee er ae 18, 261 14, 673 3, 588 1, 863 L726 
(War WYSSha. — tone. ae a ee ee ee ee 67, 547 44,956 22, 591 5, 294 17,297 


1 According to ratios as follows: 4.5 beds per 1,000 population except 5.0 
and 5.5 where State population density is from 6 to 12 per square mile or below 
6 per square mile. 


responsible for the construction of some 88,000 beds 
and 350 health centers. About 60 percent of the ap- 
proved projects are for construction of new facilities. 
Additions or alterations to existing facilities comprise 
the remaining 40 percent. 

Thus far, 71 percent of the projects, representing 82 
percent of the construction costs, are for general hos- 
pitals. Of the new general hospitals approved, 60 per- 
cent with 35 percent of the beds are in communities of 
less than 5,000. Only 7 percent of the new general 
hospitals, with 23 percent of the beds, are in cities of 
50,000 or more. About 60 percent of the nearly 700 
new general hospital projects are located in areas which 
had no hospitals prior to Hill-Burton and 20 percent 
are located in areas which had only nonacceptable 
facilities. Unlike new hospital construction, additions 
and alterations to existing facilities have occurred pri- 
marily in large cities; 32 percent of the general hos- 








Source: Table 327, volume III. 


pitals approved for additions (with 42 percent of the 
beds) are in cities of 50,000 or more. 

The new general hospitals tend to be relatively 
small. More than 60 percent of the new projects are 
for hospitals of less than 50 beds and only 16 percent 
for hospitals of 100 beds or more. Over 60 percent 
(63 percent) of hospitals receiving Hill-Burton aid for 
additions or alterations have over 100 beds. 

Relatively limited amounts of funds have gone into 
tuberculosis, mental, and chronic hospitals. Of the 
88,000 new beds provided, only 6 percent are for 
tubercular patients, 12 percent for mental, and 3 per- 
cent for chronic patients. These special hospitals are 
generally large facilities—82 percent of all tubercu- 
losis projects approved, 93 percent of the mental, and 
50 percent of the chronic projects are for hospitals of 
100 beds or more. 

The Hill-Burton program has been highly successful. 
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First of all it represents a desirable type of Federal- 
State-local voluntary relationship, with emphasis on 
State responsibility for planning and citizen participa- 
tion in project development and financing. Hospitals 
have been brought to local communities, many of 
which did not have hospitals before. These hospitals 
have then been able to attract physicians to rural 
areas, thereby improving the distribution of medical 
care in an appreciable number of regions. 

The program has encouraged all of the States to 
survey and appraise their existing hospitals, to assess 
the needs for additional services and facilities and to 
develop plans for the guidance of future programs to 
meet needs in a rational way. 

Furthermore, it has stimulated public interest in 
hospitals, local and regional alike. However, the hope 
that the program might result in an integration of 
health centers and hospitals has not been fulfilled. Only 
19 States have established 58 such joint institutions, 
with a total of less than 3,000 beds. This fact em- 
phasizes the need to educate both the public and the 
medical profession to the advantages of coordinating 
health and medical facilities. 

The program emphasis on the small general hospi- 
tal is not universally indorsed, and the value of the 
small hospital probably needs to be reexamined. In 
general, small hospitals are not able to maintain the 
same specialized services as are the larger hospitals. 
In 1951, 91 percent of all short-term general and 
special non-Federal hospitals reported on a selected 
list of facilities and services available. In all cases the 
hospitals with fewer than 50 beds were found to be 
less likely to have the specified services and facilities 
than the larger hospitals. 


Table 54.—Percent of hospitals having specified services 
and facilities, by size of hospital, 1951 


Percent of short-term general and 
special non-I’ederal hospitals with 
specified facilities, 1951 


Service or facility 





Under 50 bed: 
All becuie zon over 
Number of hospitals report- 

EP RIS RRR IN TE 4, 598 1, 965 450 
Clinical] laboratory-___----_-- 83 rfl 99 
Electrocardiograph___----__- 78 64 98 
Medical records department_ 75 51 99 
Mental hygiene clinic___---- t M' 34 
Occupational therapy---_---- 8 3 38 
Out-patient department-___-- 54 47 84 
Physical therapy_-_--------- 34 16 87 
X-ray diagnostic___-_------ 93 87 99 
X-ray therapeutic___-.----- 35 9 89 


FP Source: American Hospital Association. Hosptales  hoieirors 
Guide Issue, vol. 26, part II, p. 18, table 7 (Chicago, Ill., June 1952). 
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It is important not only that the Hill-Burton pro- 
eram be continued beyond its present expiration date, 
June 30, 1955, but that the scale of the program be 
expanded. The number of hospital beds per 1,000 
population still falls far short of desirable standards. 
Up until World War II, both hospitals and available 
beds increased faster than population. Since then, 
partly because so much of new construction has gone 
into the replacement of obsolete facilities, the construc- 
tion of new beds has barely kept pace with the increase 
in population. 

Despite the large area of unmet need, it is well not 
to lose sight of the progress which has occurred both 
under the stimulus of, and independent of the Hill- 
Burton program. In January 1948, when most States 
submitted plans for the first time, the States and Terri- 
tories estimated that they had 868,000 acceptable beds 
and 149,000 beds which were nonacceptable on the 
basis of fire and health hazards, obsolescence, unsuit- 
able design, etc. On June 30, 1952, 414 years later, 
ihe States and Territories reported 1,214,000 accept- 
able beds and 180,000 nonacceptable beds. The total 
number of new beds (including replacements) needed 
was estimated at 908,000 in January 1948 and 875,000 
in June 1952. 


Table 55.—Total hospital beds and new beds needed, 
1948 and 1951 








All existing beds 
“ al 5 New 
ear ota beds 
Accept- Non- needed 
able accept- 
able 
Jan. 1, 1948____|1, 016, 712 867, 960 |148, 752 |908, 441 
June 30, 1951-__|1, 213, 656 |1, 033, 831 |179, 825 |875, 167 


Source: Public Health Service. 


The increase in nonacceptable beds is due primarily 
to the reporting of certain beds as nonacceptable which 
had previously been classified as acceptable. The fig- 
ures reflect the fact that a large part of the Nation’s 
present hospital plant is obsolete and needs replacement 
and modernization. The rapid advance in medical 
techniques are stepping up the rate of obsolescence 
of hospital buildings; facilities which are obsolete and 
antiquated are costly to operate. The most costly ele- 
ment in hospital operation is personnel, and insofar 
as antiquated, poorly designed plant reduces the effi- 
ciency of hospital personnel, it is poor economy not to 
modernize. Relatively few funds under the program 
have as yet gone into mental, tuberculosis and chronic 


* 
disease projects, where the needs for both moderniza- 
tion and expansion of hospital plant are tremendous. 

In the future operation of the Hill-Burton program, 
special attention might particularly be given to these 
considerations: 

(1) Are-examination of the currently used standards 
of bed needs; 

(2) Closer examination of the value of small hos- 
pitals. Not every rural hamlet needs a hospital, nor 
can it support all needed services. The small rural 
hospital is necessary in many instances in order to 
make care available to rural areas and to attract phy- 
sicians to such areas. An important need is for link- 
ing up the smaller hospitals with larger hospitals which 
can provide consultation and assistance; 

(3) Larger hospitals, particularly teaching centers, 
must receive higher priority. Only these can train per- 
sonnel and serve as necessary focal points in the na- 
tional hospital program; and 

(4) A larger share of the funds should be used for 


modernization and replacement of obsolete plant. 


Hospital Administration 


Efficient hospital administration faces numerous 
problems and challenges. One is the complex dual ad- 
ministration which makes hospitals different from in- 
dustrial or commercial undertakings. Business man- 
agement of a hospital must be geared to clinical activi- 
ties over which little control can be exercised. The 
needs of the patient often require sacrifice of adminis- 
trative efficiency as envisioned in modern business 
practices. 

There are four major problem areas in hospital ad- 
ministration. In practice they are so interrelated and 
interdependent that to stress one aspect at the sacrifice 
of another results in a weakening of the entire adminis- 
trative structure. 

Organization 

The problem of organization is basic. Conflict 
arises from the differing demands of sound business 
management and medical procedure. Diversity of 
skills required in an institution, the often flexible 
role of tradition, the need to operate as a social 
service institution, and the patterns of medical prac- 
tice, result in a complexity rarely encountered in other 
areas. At the same time, a hospital must be organized 
to operate on a 24-hour basis and ever ready to meet 
any emergencies. 


Personnel 


Good administration presupposes the availability of 
trained personnel and sound personnel practices. Hos- 


pitals require a wide diversity of professional and non- 
professional skills. To recruit, train, and retain an 
effective working force necessitates high level leader- 
ship and vision on the part of hospital executives. 
Sound hospital personnel practices have evolved slowly. 
The concept that nurses, attendants, and other groups 
should labor long hours at low wages has given way 
to more realistic policies. Studies on better utilization 
of personnel, particularly in activities focusing on the 
patient, are making rapid strides. However, much re- 
mains to be done in this area and in reducing the high 
rate of turnover characteristic to hospitals. There is 
also an increasing recognition of the need to stimulate 
awareness on the part of all employees toward a team 
approach in caring for patients. 


Finances 


A great deal of attention is being given to the press- 
ing problems of financing hospital activities. Sound 
financial policies require sufficient funds for the efficient 
operation of the hospital based on a realistic appraisal 
of costs. Funds must be available so that hospitals 
can keep pace with advances in medical practices and 
techniques. Increased attention and study must be 
given to the sources of hospital income. Specifically, 
are hospital rates based on the actual costs of rendering 
such services to the public, are third-party payments 
adequate, and finally, what is the extent of free care in 
current hospital practices? In addition, hospitals 
must educate the public-to its responsibility of support- 
ing the readiness-to-serve feature of hospital service. 


Facilities 

Outmoded facilities and equipment continually 
hamper sound administrative practices. The rapidly 
changing practices of medical care render many build- 
ings and items of equipment obsolete. Wasted effort, 
uneconomical expenditures, and low morale are the 
inevitable result. 


Leadership 


Hospital administration has suffered because of the 
absence of widespread administrative leadership and 
the lack of the acceptance of the role of the hospital 
as a social service institution. Even though syste- 
matic training programs for hospital executives on a 
university level have mushroomed throughout the Na- 
tion, there is still much to be learned about how to 
attract and train future hospital administrators and 
other executive personnel. 

Leadership in the development of sound organiza- 
tional principles and efficient operational programs has 
come from the many national and State organizations 
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interested in all or certain parts of hospital care. The 
American College of Surgeons’ hospital standardiza- 
tion program, established in 1918, has been the leader 
in promulgating the concept of proper care of the sick 
and injured. The American Hospital Association has 
helped to broaden the competence and social outlook 
of hospital administrators, as well as to correct many 
deficiencies of hospital practices and procedures. 
Through its many committees and councils, it has dealt 
with standards of construction and planning, equip- 
ment, food service, public relations, and other special- 
ized activities within the hospital. Its recent study on 
determining means of reducing hospital costs is a be- 
ginning step in the recognition of a challenging 
problem. 

The interests of the American College of Hospital 
Administrators, organized in 1933, have been primar- 
ily with the educational development and professional 
status of hospital administrators. Stimulation of hos- 
pital efficiency through sound training programs for 
interns, residents, and various technical workers in the 
hospital has been the result of the work of the Council 
on Medical Education and Hospitals of the American 
Medical Association. Regional and local hospital 
councils and associations, a relatively recent develop- 
ment, have concerned themselves primarily with co- 
ordinated services and planning activities. 

Standardization and education have been the prin- 
cipal tools employed by the various organizations and 
associations interested in improving hospital care. The 
achievements, particularly when viewed in terms of 
what formerly existed, are noteworthy. However, 
much more remains to be accomplished. Many con- 
troversial issues and many areas in which basic infor- 
mation is lacking demand further intensive research 
and study. 


Hospital Personnel Shortages 


The problem of providing sufficient numbers of ade- 
quately trained employees to meet hospital needs is 
acute. 

In 1951 the total hospital personnel amounted to 
over 1 million. The number of full-time personnel per 
100 patients varied from 24 in mental hospitals to 171 
for all general and special short-term institutions (181 
in nonprofit short-term institutions). A group of 2,677 
hospitals (about 40 percent of all hospitals) reported 
to the American Hospital Association last year that 
they had vacancies for 22,000 graduate registered 
nurses and 1,688 hospitals reported 27,000 vacancies 
for other personnel. Out of a group of 5,357 hospitals, 
270 reported 13,927 beds closed for lack of personnel. 
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The staffing of the small short-term general hospital 
(less than 100 beds) is an important problem, since one 
out of every three persons admitted to short-term gen- 
eral hospitals in 1951 went to hospitals of less than 100 
beds. Many of these hospitals are located in rural areas. 
The majority of hospitals being built under the Hill- 
Burton program are in communities of less than 5,000 
population and are general hospitals with less than 
100 beds. Although none of these hospitals have re- 
ported inability to operate because of lack of personnel, 
many of them report personnel shortages, especially 
graduate nurses, dietitians, laboratory and x-ray tech- 
nicians, physical therapists, and medical record workers. 

With the continuing increased public demand for 
hospital services, these shortages may well become more 
pressing. This and other factors will contribute to 
the need for additional skilled personnel. Some of 
these other factors are the increase in special services; 
decrease in hospital stay with a much larger propor- 
tion of acutely ill patients; more complicated surgery; 
and more elaborate treatment. Also involved is the 
shorter work week which hospitals have found it neces- 
sary to adopt, in keeping with the practices of other 
workers. In general the work week of hospital em- 
ployees has been reduced by about 3 hours (from 
48 to 45) in the past 7 years. 

Hospitals are faced with the necessity of increasing 
salaries to compete with the rising salary schedules 
and present day economic trends of the country. This 
factor, of course, has a tendency to raise the cost of 
care to the hospitals and to individual patients. In 1951, 
payroll expenses averaged $10.17 per patient day in 
nonprofit short-term hospitals, an increase of more than 
100 percent over a 5-year period. This was 56 percent 
of total expenses. 

The hospital personnel situaticn is also complicated 
by the increased opportunities for nurses and other 
hospital personnel outside of hospitals, where they are 
offered higher wages and often broader opportunities. 
This contributes in large measure to the extremely high 
turnover among certain classes of hospital employees. 
Such turnover is expensive in terms of money, in the 
additional hours required for orientation, training, and 
supervision, in the use of supplies and equipment. It 
often results in a lower standard of patient care. 


Recruiting Additional Personnel 


Although the hope for more personnel for hospitals 
from the young age group of men and women is not too 
encouraging, due to competition for the limited number 
of young people available, continued efforts must be 
made to recruit as many people as possible for hospital 


positions, either directly or through our education and 
training programs. More emphasis should also be 
placed on attracting older persons, including inactive 
nurses, into the hospital field. 

There is an increasing number of high school, vo- 
cational school and college courses in health vocations. 
Short courses, institutes, and seminars are also being 
given throughout the country for various disciplines 
of hospital personnel. Consultation and assistance by 
State health department agencies, and universities are 
also helping with education and training of hospital 
personnel. 


Better Utilization of Personnel 


In view of the shortages of hospital personnel, which 
are not likely to be alleviated in the near future, it is 
imperative that every effort be expended to better 
utilize all types of employees. Major improvements 
would result from greater coordination and integra- 
tion of services to eliminate overlapping, duplication 
and competition. Work simplification, labor saving 
devices, and proper functional design must be applied 
as rapidly as they can be adapted to hospital require- 
ments, techniques, and procedures. The individual 
hospitals, as well as national and regional organiza- 
tions, have a great responsibility for this contribution 
to the national health and economy through the better 
utilization of personnel. 


Trends in Hospital Services 


Over the past few years there has been a tremendous 
increase in the demand for hospital services. In the 
last 15 years the annual admissions to hospitals have 
risen from less than 9 million to almost 19 million. 
Growth in population, the Nation’s higher economic 
level, development of prepayment plans, increasing 
awareness of health needs through health education, 
and trends in medical science, all have contributed to 
this trend. 


Table 56.—Number of hospitals and hospital beds in the 
United States, 1873-1951 








Beds per 

Year Hospitals Beds Hane 1,000 pop: 
eee 178 34,000 | 1, 265 0.8 
OTS ae 4,359 | 421, 000 215 4,7 
renee ree OF 5, 323 | 612, 000 169 5.9 
eis Oise) beh ith 6, 719 956, 000 129 7.8 
oe 6, 291 |1, 226, 000 108 9.3 
hae tage ABR 6, 430 |4, 457, 000 104 9. 6 
Orpen lie e003 ss 6, 637 |1, 530, 000 100 10. 0 


LE EEE es aE 
Sources: The Journal of the American Medical Association, vol. 149, No. 2, 
p. 150, table A. (Chicago, Ill., May 10, 1952.) 


We now have about one bed per hundred people— 
40 years ago only one to two hundred. The rate of 
construction lagged during the war years but, with 
the present help of the Hill-Burton Act, is now greatly 
increased. 

Modern medical care, as related to hospital services, 
goes far beyond the former concept of basic in-patient 
services. The major developments are the following: 
growth of outpatient departments, group practice, 
home care, and rehabilitation programs. 


Outpatient Services and Group Practice 


There is a growing recognition of the importance of 
good outpatient services and the ambulatory diagnostic 
and therapeutic services available through group prac- 
tice. Modern medical trends focus more and more upon 
the promotion of health services for ambulatory 
patients, with the following advantages: 

(a) Medical care is provided for the needs of patients. 
who, under former conditions and practices, would 
have required hospitalization ; 

(b) Patients’ needs are met with less economic fam- 
ily and community stress; and 

(c) More health needs are met with the existing 
manpower resources. 

Thus, ambulatory services are emerging as an in- 
tegral type of hospital service. This means that hos- 
pitals and health authorities must broaden their scope 
of operations and keep foremost in mind the fact that 
the primary function of all health services is to keep 
well people well. 

Unfortunately, in some areas the provision of am- 
bulant care has lagged because of the lack of general 
acceptance of this concept. It has also lagged because 
of the absence of community funds to aid in the costs 
of such care, and the critical shortage of professional 
personnel necessary to set up outpatient departments. 
Still other factors include, once again, obsolescence 
of equipment and lack of facilities. 

To date a major defect in the majority of prepay- 
ment health plans is that they do not provide for 
services other than to hospital inpatients. 


Home Care Programs 


Hospital home care programs have emerged in sev- 
eral areas of the country as a partial solution to many 
of the difficulties encountered by hospitals in their 
attempt to provide suitable medical care to patients 
with long-term illnesses, while at the same time meeting 
hospital bed needs for patients with acute illnesses. 

Home care programs have demonstrated that patients 
who are medically and socially qualified do very well 
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when cared for in their home. Such programs are ex- 
cellent vehicles for integrating hospital services with 
those of the community. They reduce both medical 
costs and the need for hospital bed expansion. They 
encourage coordination of services and serve as ex- 
cellent educational vehicles for both graduate and 
undergraduate training programs. 


Rehabilitation 


Hospitals are beginning to recognize that rehabilita- 
tion services are necessary and integral parts of the 
function of the general hospital.. Sound principles of 
physical medicine and rehabilitation have been applied 
over the years in many hospitals but they have not yet 
been applied on a broad enough scale. A limited 
number of hospitals, especially large institutions and 
those affiliated with medical centers, provide semi- 
organized rehabilitation services of varied and limited 
degrees. 

At present there are plans for the establishment of 
chronic disease units in close association with general 
hospitals and for regional affiliation of hospitals for 
such services. However, there is also need for em- 
phasis upon rehabilitative measures for acutely ill 
patients. Slow but encouraging progress is being 
made in the education and training of personnel for 
rehabilitation programs. Joint planning on a national, 
State, and local basis can accelerate progress in the 
fields of ambulatory care, home-care programs and 
rehabilitation by: 

1. Enlisting public interest for the promotion of 
health maintenance plans; 

2. Studying and evaluating existing services for 
ambulatory patients for improvement and expansion; 

3. Utilizing presently available personnel, including 
general practitioners, and finally 

4. Coordinating community services, facilities and 
resources. 


Hospitals and Medical Practice 


The primary responsibility of the hospital is care of 
its patients. Both the moral and legal aspects of this 
basic obligation make necessary understanding and co- 
operative endeavor on the part of all members of the 
hospital. This is particularly true with reference to 
the governing board, the administrator, and the medi- 
cal staff. A service institution, the hospital must be 
run as a business but not for business ends. This 
anomalous situation with its duality of control often 
creates perplexing patterns of relationships, adminis- 
trative, legal, economic, medical, and emotional. 
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Physician-Hospital Relationship 


When the physician receives an appointment, or re- 
appointment, to the hospital staff, he assumes the re- 
sponsibility of abiding by such standards, rules, and 
regulations as may be necessary to ensure the high 
standards of a well-operated institution dedicated to 
patient care and community service. He must be sub- 
jected to certain controls which may, at times, be dis- 
tasteful to him as an individual. 

The relationship of physicians, particularly certain 
specialists, to hospitals has created extended discussion 
in medical and hospital fields, especially as it relates 
to salaried employment. In certain circumstances this 
practice has perhaps resulted in exploitation and the 
breakdown of the traditional physician-patient relation- 
ship. When this has occurred, it is not because hospi- 
tals were attempting the practice of medicine, but be- 
cause they were financially pressed. 

Traditionally, the surgeon in the hospital has been 
extended certain privileges; one of them is the right 
to collect fees directly from the patient. The medical 
specialty organizations representing the pathologists, 
radiologists, and anesthesiologists have sought equal 
privileges for their members. The American Medical 
Association, cognizant of the controversial nature of 
the question, established a committee to examine the 
situation and to determine a means by which the insti- 
tutional practitioners could achieve professional recog- 
nition and privileges. A statement on this subject ap- 
peared in the Journal of the American Medical Associa- 
tion, December 22, 1951, and states in part: 

A physician should not dispose of his professional attain- 
ments or services to any hospital, lay body, organization, group, 
or individual by whatever name called or however organized, 
under terms or conditions which permit exploitation of the serv- 
ices of the physician for the financial profit of the agency 
concerned, 

The American Hospital Association believes that 
satisfactory arrangements between the individual hos- 
pital and the individual specialist should be guided by 
the “Principles of Relationship Between Hospitals and 
Radiologists, Anesthesiologists, and Pathologists,” 
which is still the approved statement of all concerned 
organizations except the American College of Radi- 
ology. “Essentially,” as Emanuel Hayt says, “these 
principles still depend on understanding action in the 
local community, with due regard given to the interests 
of patients, the physician and the hospital. It is im- 
portant that boards of trustees and administrators give 
due regard to fair compensation for the physician. 
Fair dealing with the medical staff is extremely im- 
portant, but it is equally important that the board of 


trustees of the hospital be sure that the patient and the 
hospital also are fairly treated.” 


Status of General Practitioner 


Another important situation which confronts the hos- 
pital is the status of the general practitioner. The 
American Academy of General Practice is trying to 
clarify the question of the appointment of general prac- 
titioners to hospital staffs, and also to clarify his status 
with regard to clinical restrictions placed upon him by 
the hospital. 

Certainly the goal should be for every physician to 
have an opportunity for some kind of affiliation with 
hospitals. The degree of privileges extended must, of 
course, depend upon an evaluation of the physician’s 
professional capacity to perform in the hospital. It is 
admittedly true that there are some physicians who do 
not want hospital staff affiliation, just as there are 
some who are not qualified for such appointments. A 
study in Baltimore revealed that almost all specialists 
(except psychiatrists) have hospital appointments; 
about one-half of the nonspecialists do not. With the 
increasing trend toward specialization on the part of 
young physicians, staff affiliations can be expected to 
increase. 


Out-patient Services 


Vital to the future relationships between hospitals 
and physicians is the extension of preventive health ac- 
tivities. The outpatient clinic has been with us for a 
long time, but ambulatory services in general require 
a better definition. Especially should there be a better 
delineation of the mutual and individual responsibil- 
ities of the agencies and individuals who provide them. 
For example, many feel that in the various insurance 
and prepayment plans there is a great opportunity to 
give diagnostic services to ambulatory patients. The 
need is certainly present. People generally go to the 
hospital for complicated diagnostic procedures. But 
could this be because they are not able to secure them 
onanambulatory basis? This point is brought up here 
because it is yet another factor in the relationship of 
the hospital to the medical profession. Some phy- 
sicians feel that ambulatory and home care programs 
by hospitals compete financially with office or group 
practice, no matter what the extent or type of physician 
participation in them. 

This points again to the necessity of further study, 
education and understanding designed for the mutual 


good. 


Standards of Patient Care 


Adequate standards of care are basic essentials to 
preventive, diagnostic, and therapeutic aspects of all 
health and hospital programs. For years there has 
been a growing recognition of the need to improve 
standards of hospital care. 

The establishment and growth of State licensure laws 
and regulations for hospitals has done a great deal to 
improve standards of care. These licensing laws con- 
stitute basic statutory authority (delegated by State 
legislative action to an officially designated State 
agency) requiring hospitals and related institutions to 
meet minimum legal standards for the safe care of 
patients. In August of 1946, 16 States and territories 
had licensure laws for general hospitals. In 1952, 
43 had licensure laws for general hospitals, and the 
remaining 10 had instituted minimum requirements 
for maintenance and operation of hospitals. 

The Hospital Survey and Construction Program has 
undoubtedly added impetus to the recognition of need 
for such action since it requires the States to estab- 
lish minimum standards of maintenance and operation 
for facilities receiving Federal financial aid to con- 
struction. At the present time, however, about four 
States limit licensing laws to the hospitals aided 
through the Hill-Burton Act. 

Significant, also, is the model hospital licensing act 
of 1946. This was prepared by the Council of State 
Governments in cooperation with national hospital, 
medical, nursing, and public welfare authorities. It 
serves as a guide to provide for “administrative organi- 
zation and procedures by which basic standards of 
hospital construction and operation may be established” 
for providing safe and acceptable care of patients. 
“An important secondary purpose is the improvement 
of hospital practices by educational methods so that 
such practices eventually exceed the minimum require- 
ments of the basic law and its original standards.” 

Standards for licensure and accreditation have many 
similarities which can be classified into three major 
categories: (1) those concerned with administrative 
practices; (2) those concerned with procedures and 
techniques of patient care; and (3) those concerned 
with physical facilities (including sanitation, equip- 
ment, hazards). 

Differences exist among programs, depending upon 
the purposes and philosophies of the official body con- 
ferring approval. Although such licensing or accredit- 
ing programs may differ in emphasis or in administra- 
tion and content, the basic reason for their existence is 
essentially the same. As stated by the American Col- 
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lege of Surgeons, the object of standards is to promote 
better hospitalization in all its phases in order to give 
the patient the greater benefits that medical science has 
to offer. 


Effect on Hospital Services 


In the positive vein, licensing and accrediting pro- 
grams are aimed to protect the public, the ethical hos- 
pitals, and medical care personnel. They can eliminate 
the opening and operation of substandard and unethical 
institutions. By establishing standards for safe patient 
care they provide a frame of reference by which hospi- 
tals can evaluate and improve their own services to 
patients. There is set up a formal course of appeal; 
and, in several instances, educational and consultative 
services are given to the hospitals. Thus, soundly con- 
ceived, fairly administered rules, laws, and regulations 
have a far-reaching influence in the management of 
hospitals. 

Quality care in hospitals is of continuing major 
interest to the American Hospital Association. But 
perhaps no institution is more exacting in its own 
standards of service rendered to the public than is the 
average hospital. While all hospital people agree that 
high standards should prevail, the disparity and limi- 
tations in development and practical application of 
such standards seriously affect the quality of care, the 
economic aspects of providing care, and the efficient 
utilization of personnel, facilities, and other health 
and medical resources. 

There are certain limitations in the standards pro- 
grams. Legal media tend to become fixed and restric- 
tive. There is serious difficulty in imposing quality 
from above or from without. The staff and hospitals 
themselves must want quality before it can be achieved. 
Acceptable uniform standards of safe patient care, 
based upon scientific facts have not been well developed 
and universally adopted. Regulations tend to be fa- 
cility-centered rather than patient-centered. There has 
been spectacular improvement, for example, in the re- 
duction of fire hazards in hospitals, but comparatively 
little by way of promoting application of sound prin- 
ciples for the care of patients. 

Many regulations have been adopted from previously 
existing ones, developed for situations quite different 
from the one to which they will be applied. They tend 
to spell out circumscribed procedures for specific as- 
pects of patient care. (Examples are: requiring, by 
legal order, specific numbers and kinds of personnel, 
which must be provided; or delineating restrictive 
sterilization procedures.) Such procedures in the light 
of present day or future medical developments may 
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become obsolete, unsafe, or impractical. Regulations 
vary specifically and directly by size of hospital to 
which they apply, without sufficient regard for the type 
of patient treated or the fundamental scientific prin- 
ciples which guide administration for safe care. 

Further, there is no agreement as to patterns and 
procedures which should prevail in the administration 
of the State programs. 


Flexible Regulations 


With the advance in sciences and changes in medical 
care, there is need for flexibility of standards. The 
rapid changes in medical science and treatment of 
patients emphasize the need to avoid obsolescence and 
any infringement upon physician-patient relationships. 
Because the hospital field must be a flexible bridge 
between scientific development and human need, it 
cannot afford frozen patterns or fixed ideas. More 
and more this is being realized by all concerned with 
hospital care. 

Institutions, accrediting and licensing authorities, 
hospitals and related organizations, and individuals 
are showing increased interest in trying to solve these 
problems together. For example, the nongovernmental 
Commission on Financing of Hospital Care, Blue Cross 
and similar groups are vitally interested in the quality 
of services for which payment must be made. The 
great growth of this interest has been evidenced also 
by the general movement for State licensure of all 
general and special hospitals in an attempt to eliminate 
unsafe practices and conditions. Several interested 
groups are looking toward the development of a 
“model” set of regulations to complement the model 
hospital licensing law. States and others are study- 
ing and evaluating the effects of licensure programs 
upon patient care and their educational values to hos- 
pitals and the public. 

The Hospital Survey and Construction Act has also 
given considerable impetus to legislation for hospital 
licensure. 


To maintain the highest standards of medical care — 


and ethics, the medical profession has long accepted 
the accreditation of hospitals as its responsibility. The 
American College of Surgeons initiated the first pro- 
gram of accreditation 35 years ago. The value of this 
program in safeguarding patients, especially those 
undergoing surgery, has been incalculable. Later, the 
American Medical Association started its important 
program of accrediting teaching hospitals from the 
standpoint of the quality of the internships and resi- 
dencies offered. 


The accreditation of hospitals has now been turned 
over to a Joint Commission on Accreditation partici- 
pated in by the American Medical Association, Ameri- 
can College of Surgeons, American Hospital Associa- 
tion, American College of Physicians, and the Cana- 
dian Hospital Association. This may well be con- 
sidered symptomatic of a desire by many groups to 
improve the standards of hospital care. This is a 
monumental achievement. It is the first and largest 
effort involving collaboration among five associations 
interested in achieving improved standards of health 
care. This Joint Commission is acting cooperatively 
with legal and governmental authorities and will ex- 
plore the possibility of a voluntary standards program. 

There is increasing interest in the licensure laws and 
regulations for nursing homes, homes for the aged, and 
similar institutions. The recent amendment to Public 
Law 734 (81st Cong.) pertaining to payments to old- 
age assistance recipients in private or public institu- 
tions, provides “for the establishment or designation 
of a State authority or authorities which shall be re- 
sponsible for establishing and maintaining standards 
for such institutions.” 

The Ways and Means Committee of Congress stated: 

Tragic instances of failure to maintain adequate standards of 
care and adequate protection against hazards threatening the 
health and safety of residents of institutions emphasize the 
importance of this function of State government * * * 
Persons who live in institutions, including nursing and con- 
valescent homes, should be assured a reasonable standard of 
care and be protected against fire hazards, insanitary conditions 
and overcrowding. 

Hospital and health authorities agree in principle 
that a hospital is responsible to its community for eff- 
cient service, and that every effort should be made to 
provide resources to fulfill that responsibility. 

As administration is an important medium toward 
improving patient care, so are the licensure and ac- 
crediting programs guides and educational tools to 
augment good administration for better clinical services 
and hospital care. 

Because of pressing needs, with huge expenditures 
of private, Federal, State, and local tax funds for health 
and hospital services, there must continue to be ccordi- 
nated effort toward the development and application of 
better standards for care. 

To combat cumbersome and limiting obsolescence, 
standards for licensure and accreditation should be ex- 
pressions of the best known scientific principles for 
safe hospital care but should not be so detailed that 
they fail to leave room for changing needs. 

Public educational programs should be instituted 
for the purpose of obtaining full cooperation from 


qualified, progressive, informed hospitals, agencies, 
and individuals concerned with and affected by these 
programs. 


Regional Coordination and Planning 


Medical Teaching Centers 


If the hospital and health resources of this country 
are to meet the needs and demands for services con- 
sistent with the national economy, there must be efficient 
utilization of those resources. 

Many of the hospitals in this country are small in 
size and are located in areas away from the concen- 
tration of medical specialties, and it is therefore im- 
possible for them to render complete services to their 
patients and communities. This calls for the need to 
establish closer working relationships between those 
hospital areas and institutions where such services are 
available. Probably the best scheme is to have the 
medical teaching centers extend their benefits. Medi- 
cal teaching centers have a serious and continuing 
responsibility to stimulate and promote interest in their 
programs. Only thus can they discharge their full 
responsibility as educational institutions. 


Regional Facilities 


Properly planned and carried out, integrated region- 
alization of services and facilities would provide ex- 
tensive consultative services, including X-ray, pathol- 
ogy, and clinical laboratory; provide opportunity for 
physicians to continue professional studies after com- 
pletion of their formal training; provide educational 
facilities and patterns for other professional and tech- 
nical personnel; provide consultation and guidance 
in the administrative phases of hospital operation. 

Such a development would help to improve the kind 
and the quality of care by helping to place and keep 
competent, professional personnel in less populated 
areas. It would also tend to make this care more ef- 
fective and, in certain areas, more economical, more 
economical not only by reducing costs in these areas, 
but perhaps even more important by providing more 
and better care for the same cost. 


Research and Demonstration 


The integration of services between the smaller hos- 
pital, the teaching center, the university, and the health 
center is a basic part of the Hospital Survey and Con- 
struction (Hill-Burton) Program. State plans incor- 
porate the philosophies and techniques of regionaliza- 
tion, although in actual practice it is found that such 
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relationships are often in a developmental stage. The 
program administrators recognized the need for demon- 
strations and received authority under Public Law 380, 
Eighty-first Congress, to conduct research, experiments 
and demonstrations in the area of regional coordina- 
tion. Unfortunately, this authority was not imple- 
mented by appropriations. 

The need for such an approach to effective and ade- 
quate provision of hospital care is felt and recognized 
by many voluntary groups and organizations, as evi- 
denced by the requests for assistance to conduct such 
experiments and demonstrations. These requests are 
from universities (Cornell, Columbia, Illinois, North 
Carolina, Purdue) ; medical schools (Buffalo, Emory, 
Virginia, Nebraska, Columbia) ; departments of health 
(Illinois, Minnesota, Tennessee, Washington, North 
Dakota) ; hospital councils (Philadelphia, New York, 
Rochester, Boston) ; associations (American Hospital 
Association, American Public Health Association, Con- 
necticut Hospital Association, Idaho Hospital Associa- 
tion) ; professional and voluntary organizations (Com- 
mission on Chronic Illness, American College of Radiol- 
ogy, American Academy of Pediatrics, American Psy- 
chiatric Association, National Tuberculosis Association, 
American Pharmaceutical Association, National League 
of Nursing Education, American College of Hospital 
Administrators). They cover most phases of hospital 
coordination, from demonstrations to study of particu- 
lar aspects of coordination. 


Financing Hospital Services 


Mental and Tuberculosis Hospitals 


Hospital care for mental disease and tuberculosis is 
for the most part provided by hospitals owned and 
operated by local and State governmental units. They 
provide about 90 percent of the cost of maintenance of 
all mental hospitals and tuberculosis hospitals. In 
both cases, the public health and safety require that 
patients needing hospital care should receive it; hospi- 
talization for long periods is generally required; and 
few individuals are in a position to pay for the cost of 
such care. Some States no longer make any attempt to 
collect payment for care and provide service to all, 
irrespective of income, as a public service. 

In many States the quality of service provided to 
patients, particularly in mental hospitals, is far below 
acceptable standards. Probably the main reason for 
this has been insufficiency of State appropriations, 
though shortage of psychiatric personnel, and other 
factors have played a large part. The reasons for the 
insufficiency of State appropriations have been vari- 
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ous: lack of information as to the conditions in these 
hospitals, indifference, the belief that little could be 
done towards the cure and rehabilitation of the patients. 

Many steps must be taken in order to provide ac- 
ceptable standards of care to these patients. In the 
final analysis most of the improvements required will 
cost money and necessitate greatly increased State ap- 
propriations. The ability of the poorer States to make 
the necessary expenditures needs to be explored. Con- 
sideration should be given to the need for and desirabil- 
ity of Federal financial aid to the States for mental and 
tuberculosis programs in order to assist the States in 
providing this service. | 


General Hospitals 


General hospital care is primarily financed directly 
by the patient himself. While adequate figures are not 
available, the general situation for recent years is indi- 
cated by the following: 


Table 57.Source of income for general hospitals 





Non- 


All civilian 

Source of income Pein! hospitals 1 

(percent) (percent) 

Total ee poses ee aoe 100 100 
Patients, directly or through insur- 

SCC Dee Se eg et og ae 70 63 
Government—for support of hospitals 

and payment for individual patients_ 18 27 
Philanthropy—contributions to hos- 
pital’s support and payment for 

individual patients... /J25_2us Jews s Z 6 

Income from hospital endowments____ 2 2 
Industry—payment for workmen’s 

compensation cases______..________ 3 2 





1Includes Veterans Administration, Public Health Service and Indian 
Service hospitals. 


Source: Public Health Service. Unpublished data. 


The problems of financing general hospital service 
have many ramifications and related problems which 
are being studied by the Commission on the Financing 
of Hospital Care. A major problem in the financing 
of hospital care arises from the fact that substantial 
numbers of people cannot pay for the care they need, 
especially when no advance provision has been made 
against hospital bills through prepayment or personal 
savings. As a result people go without (in Mississippi, - 
the population receives 0.6 days of general hospital 
care per person per year, as compared with 1.4 days in 
New York State) or receive care on a charity basis at 
public or private expense. 

The burden of free care for those who cannot pay is 
large. In New York City in 1948, 52 percent of the 


days in general and allied hospitals of all kinds were at 
the expense of the taxpayer and private philanthropy. 
In Chicago and Washington, D. C., the proportion of 
free days of care is about 25 percent. In North Caro- 
lina in 1951 the proportion of free days in hospitals 
which the Duke Endowment assists (about 90 percent 
of all general hospital beds) was 14 percent. In 
Louisiana the State charity hospitals provide over half 
of the general hospital care received by the entire 
population. 

The burden of this free care is difficult to carry. A 
small part of the load is carried by hospital private and 
semiprivate patients who are charged more than the 
cost of their care. These patients are thus unwilling 
philanthropists, from whom contributions are exacted 
at a time when they have the burden of the costs of their 
own hospital care. A part of it is carried by Com- 
munity Chest and similar organizations. The greatest 
part of it is carried by government, i. e., by the taxpayer. 

The large volume of free care raises many problems 
for hospitals. In the first place it is the primary reason 
for hospital deficits. Even when major responsibility 
for paying for these “free” patients is assumed by local 
government or by community agencies, hospitals find 
difficulty in obtaining from these organizations pay- 
ments which meet the full cost of providing the service. 
There is generally a certain residum which the hospital 
must bear itself, that is, collect from paying patients 
or from contributors. 

Free care raises certain large questions for the pub- 
lic. First is the question of whether the needs of low- 
income groups can ever be met adequately under such 
an arrangement. Will all those who need care but 
don’t have the funds to pay for it, be willing to ask 
for charity service? Is it a good thing that so large 
a proportion of the population finds itself in a position 
where it cannot pay for needed care and must ask for 
charity? The load of charity care should be reduced; 
this might be accomplished in large measure through 
the extension of prepayment plans. 


Prepayment Plans 


At present some 85 million people, or 57 percent of 
the civilian population, have some type of hospital pro- 
tection. Approximately 38 million are enrolled in 
Blue Cross, 24 million have group insurance through 
insurance companies, 18 million have individual insur- 
ance through insurance companies, and some 5 million 
have hospital protection under other types of plans. 
Prepayment has helped to make hospital service avail- 


able to the subscribing public and it has transformed 
into paying patients some whom hospitals might other- 
wise have had to serve on a charity or part-pay basis. 

Existing hospital insurance varies from coverage 
which provides virtually complete care in semiprivate 
accommodations to meager indemnity benefits against 
the room cost and special services, and which in a seri- 
ous illness would leave the insured to pay the great 
bulk of the hospital bill. It varies from plans which 
return more than 90 percent of premiums to subscribers 
in the form of benefits to programs where less than 50 
percent comes back to the policyholder in the form of 
benefits. 

The present insurance has had its greatest growth 
among wage-earning and salaried people of moderate 
incomes in urban communities. It has been less suc- 
cessful in reaching the aged, those of low incomes, 
persons not working for a steady employer, and farm- 
ers and farm workers. 

To provide adequate services of good quality to the 
whole population, some form of adequate financing of 
hospitals must be devised. The principle of prepay- 
ment is sound. Some way must be found of extending 
its coverage by bringing more of the population within 
its scope and of providing more complete protection, 
that is, more adequate coverage of the hospital bill in 
all illnesses, both long and short. 

The problem of prepayment against hospital services 
is intimately linked up with the question of prepay- 
ment for physicians’ services. The present restriction 
of many insurance programs to hospital care and 
physicians’ services in the hospital tends to create de- 
mand for unnecessary hospital service. Since benefits 
are available only if the patient is in the hospital he 
sometimes comes into the hospital in order to get serv- 
ice which could be provided just as effectively and far 
more economically in the out-patient department or in 
the physician’s office. This is particularly true as re- 
gards diagnostic services. We need to find some way to 
eliminate the situation where people must occupy a 
hospital bed before they are eligible for medical care 
for which they have prepaid. 

It has been said that prepayment is at least partly 
responsible for the difficulties in providing clinical 
experience for doctors in training. Patients who were 
formerly ward patients are able to purchase, through 
prepayment, private or semiprivate accommodations 
and are cared for by their own physicians rather than 
by interns and residents. In some places this problem 
is being solved by having certain medical services for 
paying patients provided by interns and residents. 
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In addition to the extension of the principle of pre- 
payment, adequate financing requires a recognition of 
the community’s responsibility to the hospital for the 
standby or readiness-to-serve costs. This is essential 
to the support of any public service institutions. 

Many approaches to the question of adequate financ- 
ing require further exploration and study. 


Summary 


Hospitals and hospital services are in a state of 
transition, in keeping with advances in medical science, 
prevention, diagnosis, therapy, and rehabilitation. That 
such progress fails to keep fully abreast with advances 
in clinical services and concepts is due to lack of full 
exploration and understanding of needs for services 
and facilities; of personnel problems and utilization; 
of economics; and of many of the complexities of 
medical organization and administration. 

Quality of care and efficient utilization of our health 
resources call for continuing attention to the many 
complexities considered by the Commission. 

Specifically, without regard to importance or prior- 
ity, the following areas require further attention: 

(1) Beyond the traditional basic services rendered 
by hospitals, increasing attention must be given to de- 
velopment of preventive, ambulatory, home-care, group 
practice, and rehabilitative services; 

(2) Hospital-physician relationships require clari- 
fication through mutual understanding of problems, 
sound practices, community and individual welfare; 

(3) Voluntary professional and legal agencies are 
contributing greatly to the attainment of the highest 
possible standards of patient care. Further develop- 
ment and promotion towards this goal by these groups 
is imperative; 

(4) Personnel is a major problem in the hospital 
and related fields. Intensive effort, directed to all types 
of personnel, is necessary to: 

(a) Develop and promote universal application 
of sound personnel policies. 

(6) Develop and disseminate information on 
methodology of better utilization of present per- 
sonnel through improved practices, techniques, labor 
saving devices, work conditions, salary schedules. 

(c) Promote efficiency and reduction of turnover 
through better selection and retention; through im- 
proved orientation, on the job training, and super- 
vision. 

(d) Develop and promote methods for recruit- 
ment of new personnel for formal educational pro- 
grams, graduate and undergraduate. 
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(e) Promote cooperative and regional services to 
reduce duplication, overlapping, and competition. 

(f) Consider means of placing education of health 
personnel upon a sounder basis. 

(5) Hospital administration has not kept pace with 
clinical progress. This must be corrected if the bene- 
fits of science are to be made fully available in an effi- 
cient, practical and economic manner. The method of 
choice for solution of this complex problem would ap- 
pear to be programs of research, studies and demon- 
strations. Implementation of such programs as pro- 
posed by the American Hospital Association for an 
Institute of Hospital Affairs and that authorized in 
Public Law 380 (81st Cong.) would do much to meet 
the objectives. Funds for these programs do not exist 
at present. 

(6) Financing is a universal problem in the hospital 
field. Principles of prepayment are sound and should 
be extended in coverage and scope. It is particularly 
important that prepayment plans cover diagnosis and 
ambulatory care, and that they more fully cover pay- 
ment for physicians’ services. 

In addition, adequate payment by government for 
its beneficiaries and community support for “readi- 
ness-to-serve”’ costs are essential. 

(7) Adequate physical facilities must be made avail- 
able for patient care. There is a tremendous shortage 
at this time. 

Some program similar to the Hospital Survey and 
Construction Act (Hill-Burton) should be continued. 
It should be expanded to give more attention to mental, 
tuberculosis, chronic diseases, diagnostic clinics, pub- 
lic health centers, teaching hospitals, and replacement 
of obsolescent facilities. 

A necessary concomitant in this very successful Fed- 
eral-State-local effort would be additional funds for 
related planning, studies, and promotion of regional 
cooperation. 

(8) Hospitals now operate as independent units. 
This, because of overlapping, duplication, and competi- 
tion, makes impossible the most efficient utilization of 
our resources. 

There is need for further study of the concept of 
regional coordination and the practical measures re- 
quired to implement it. 

The basis for meeting this need now exists in the 
State plans in the Hill-Burton program and in the au- 
thority of Public Law 380 (81st Cong.). Funds should 
be made available to effectuate application of these 
principles. 


RELATED FACILITIES AND SERVICES 


Much of the burden of patient care is being taken 
away from hospitals through the development of other 
related facilities. Ideally these facilities are closely 
allied to the hospitals and give service of the same high 
caliber. 

These special facilities and services are the answer, 
above all else, to the needs of the chronically ill and the 
aged, an ever-expanding group to be cared for. Then 
again, there are programs, such as home care, designed 
for those patients who no longer need the expensive 
facilities of a hospital to complete a recovery. Ex- 
perience has clearly shown that home care patients, as 
well as many of the aged, respond more quickly to care 
given in their own familiar home surroundings. 


Rehabilitation Facilities 


The general problems of rehabilitation are receiving 
attention in another chapter of this report. In this 
section on related services we are concerned with the 
fact that rehabilitation is one of the most important 
measures for reducing the present backlog, as well as 
the volume of future chronic illness. Ample evidence 
is at hand that early rehabilitation will prevent much 
disability and that many chronically ill persons at home, 
in hospitals, and nursing homes can be rehabilitated 
and thus require no special provisions. 

In planning for the rehabilitation needs, particular 
stress should be given to facilities needed by the newly 
disabled and injured who can, with relatively little suf- 
fering and cost, avoid long-term disability. Likewise, 
plans for rehabilitation must be sufficiently broad to 
include persons who, although they cannot be restored 
to full or even partial remunerative activity, can be 
helped to develop the capacity for the simple, ordinary 
functions of living. 


Health Centers 


Working in cooperation with hospitals are the health 
centers. Ideally they should be incorporated in the 
physical plant of community hospitals; of necessity 
they must be considered in connection with any coordi- 
nated system of hospital development. In a booklet 
entitled “Health Service Areas” the Public Health Serv- 
ice has stated that the objectives of the health centers 
are “to integrate and localize selected health activities 
and relate the needs of people served with the resources 


of the broad surrounding area. The health center con- 


cept, therefore, embraces a variety of purposes, which, 
in general, are those apart from the requirements of 
patients actually hospitalized. Included, however, are 
general medical services for ambulatory patients and 
preventive health services. * * * Broadly speak- 
ing the functions of a health center may be discharged 
through a number of operating units so long as the 
service is unified through an appropriate coordinating 
mechanism.” 

The report shows how health centers share the bur- 
den of the hospitals. A health center is “a device 
through which may be accomplished any one or any 
combination of three basic purposes. It may provide 
accommodations for community health agencies, for 
practicing physicians and dentists, and for out-patient 
services. To these might be added a fourth purpose, 
that of furnishing an operating nucleus for limited 
hospital care in exceptionally remote rural areas. Fur- 
thermore, a health center might be a self-contained unit 
located in a discrete building, or space for one or more 
of its functions might be provided in a community 
hospital.” 

The Hill-Burton program set up standards based on 
population and population density in order to deter- 
mine the public health centers needed. Existing facil- 
ities fall far short of the standards set up and at the 
end of June 1952, five States still had no public health 
centers. The standard set for public health centers in 
the Hill-Burton Act is “not (to) exceed one per thirty 
thousand population, except that in States having less 
than twelve persons per square mile, it shall not exceed 
one per twenty thousand population.” 


Table 58.—Public health centers required to meet the 
standard of the Hospital Survey and Construction (Hill- 
Burton) Act, existing acceptable centers and additional 
centers needed, by region, June 1952 





. af 

Region we 1 onion Oe 

United States___--- 5, 059 574 4, 485 

New Englandwis cu voiut 2 306 31 275 
Central Atlantic_.. 3-2 __ 1, 180 74 1, 106 
SOUUNCAStL == ee 1, 046 243 803 
Southwesté_ 21. fev een le 397 pL 346 
East North Central_----- 1,012 54 958 
West North Central__-_--- 484 42 442 
Rocky Mountain_-_------- 149 10 139 
Har" Wieetet sere Se 485 69 416 





1 According to ratio as follows: 1 per 30,000 population or 1 per 20,000 
population when population density is below 12 per_square_mile. 


Source: Table 340, vol. III. 
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Care of the Aged 


The older people in this country constitute a quite 
rapidly increasing group in our population. Although 
many of them are economically independent, a large 
proportion are dependent upon public assistance or 
upon relatives or friends for support. Many persons 
in this Jarge group of dependents are found in mental 
hospitals. They should not be there as they are not 
suffering from any sort of mental trouble, but they 
go there because there is no other place to send them. 
A study by the California State Department of Mental 
Hygiene showed that of the 200 patients over the age 
of 60 admitted to State mental hospitals during June 
1950, more than one-third were nonpsychotic and 
should have been cared for elsewhere than in a mental 
hospital. While these patients in many instances had 
one or more signs of senility—forgetfulness, confu- 
sion, restlessness, irritability—they were still quiet 
people, and easily manageable. 

How then are they to be given the care especially 
suited to their needs, without putting a burden on the 
already overcrowded hospitals for the really ill 
patients ? 

There is general agreement that, as a rule, the older 
person is happiest in his own home. He should cer- 
tainly be kept there if possible. There are many 
points, however, which must be considered in deciding 
whether or not to leave the aged person in his home. 
The most important, of course, is whether he would be 
getting the best obtainable care for his particular needs. 
Another important consideration is to decide what 
effect the aged person has on the household. If old 
people must be taken from the home, they should be 
put into surroundings best suited to their comfort and 
to their needs. 

For that large group of senile patients who need 
close supervision for their own protection and con- 
stant help in caring for their personal needs, the nurs- 
ing homes are extremely valuable. To this day there 
have been very few such nursing homes in compari- 
son to the great need and many are so poorly financed 
that they provide inadequate care. 

As has been pointed out in other chapters of this 
report, the appropriate role of nursing and convalescent 
homes and homes for the aged in the total program 
for care of the chronically ill has yet to be defined. 
But it is felt that a good nursing home can better, and 
at less cost, meet the specialized needs of many of the 
Nation’s chronically ill. In doing so they can remove 


The role of the nursing home must first of all be 
better defined. Then the standards of nursing home 
requirements must be raised. Some nursing homes are 
firetraps, others have only a limited value because they 
have inadequate nursing staffs or poor arrangements 
with physicians for the care of the patients. Most 
of these difficulties stem from problems of financing 
which require closer study. 

In looking for ways to improve the quality of nurs- 
ing homes, it seems advisable to bring them into closer 
administrative, professional, and geographical prox- 
imity to hospitals. Another way, already being tried, 
is to replace the small nursing homes with larger ones 
located near hospitals, and either supervised or 
operated by the hospitals. 

At the 1950 California conference on the care and 
treatment of senile patients, representatives of private 
sanitariums discussed many of the problems which 
confront the nation as a whole in the care of the 
aged. They found it difficult to expand their facilities 
to the senile patients because of existing complicated 
licensing regulations and the rigid application of local 
zoning ordinances. At the same time it was pointed out 
that even if the regulations allowed maximum expan- 
sion of facilities, all senile patients could not be cared 
for because the cost of care in such facilities is so 
high. In the face of this, it is to be hoped that there 
will be a great expansion of public facilities for the 
institutional care of senile patients. 

Institutional care does not require elaborate medical 
institutions. In fact the growth of cottage-type facili- 
ties, attached to county hospitals, are not only less ex- 
pensive to build and maintain, but are also more nearly 
like a home and more cheerful for the patient. 

General hospitals, both public and private, were en- 
couraged to provide geriatric units and infirmary fa- 
cilities so that the senile patient could be given appro- 
priate care and moved within the hospitals when his 
condition made it necessary. 

The problems of care of the senile in California are 
the same for the senile of the nation, and the recom- 
mendations arising out of the governor’s conference 
on the subject deserve study for future planning. 

At the close of the conference the delegates pre- 
sented a set of recommendations which read in part: 

It is clearly recognized that private family resources and 
the facilities of private institutions which meet publicly es- 


tablished minimum standards should be utilized to the max- 
imum in the care of senile patients. | 


It is also clearly recognized that additional and more ap 


propriate public facilities are needed to care adequately for 
these patients. ; 


a large and burdensome bulk of work from the general 
and mental hospitals. 
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These public facilities should be constructed and operated 
by the counties and the State under State-established standards. 
The cost of constructing and operating these public facilities 
must be shared by the State and the counties on an equitable 
basis, 

Since the elderly person presents special treatment problems 
in a general hospital, we recommend that: 

All general hospitals in sizable communities establish geri- 
atric units in order that special attention may be given to the 
treatment of acute illness in elderly patients. 

For the construction of such geriatric units, general hospitals 
should use Federal funds now available on a matching basis. 

Each community of sufficient size should establish an in- 
firmary unit for the care of the chronically ill, located within 
easy travel distance by ambulance from a general hospital. 

State funds should be made available to supplement the cost 
of the care of acute and chronic patients in the geriatric and 
infirmary units of general hospitals. 


Home Care 


Many patients with long-term illness are now being 
treated by a method known as home care. In 1947 
Montefiore Hospital in New York pioneered in the de- 
velopment of a program to extend the hospital into 
the patient’s home. This program has demonstrated 
the benefits of a plan to get the patient out of a badly 
needed hospital bed back into his home where he will 
continue to get the same quality of care he was given 
at the hospital. Home care as developed at Montefiore 
Hospital has a very specific meaning: 

It connotes uninterrupted medical supervision and treatment 
through “extramural” services from the hospital when the 
patient can return to his own home and obtain as much or 
even more benefit from treatment than if he continued to 
occupy a hospital bed. 

The idea of home care has a strong appeal to the 
public. An article in Public Health Reports (May 19, 
1950) stated: 


Most important, perhaps, is the need for a change in em- 
phasis in medical practice to provide adequately for our chang- 
ing population. The infectious diseases have only recently 
lost their preeminence as causes of death. Advances in medi- 
cal technology have enabled most patients to survive at least 
their first encounter with the more common diseases. Conse- 
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quently, effort is being directed to the possible solutions of 
the growing problems of long-term illness. 

It has been estimated that about 70 percent of those 
suffering from long-term illness can best be cared for 
in the home, provided adequate supervision and assist- 
ance are available. The assistance which home care 
offers is neither simple nor attainable without the ut- 
most effort from many segments of medical workers. 
The report quoted above continues: 

It is essential, however, to remember that its successful ap- 
plication depends on a high degree of hospital development 
in the fields of medical staff, social service, nursing, physical 
and occupational therapy. It would be most unfortunate if 
so fruitful a concept were to be discredited by wholesale 


displacement of patients by hospitals which lack the facilities 
to carry the program out successfully. 


The patient at home: 


has not only the comfort of his own bed and the freedom of 
his own household regime; but a more personalized medical 
service when a doctor visits two or three times in his own home, 
than can be given in the routine of ward rounds where atten- 
tion is inevitably focused on new and critical cases. 


When in his own home the patient is once more a 
member of the family, active in family plans and 
social life: 

Although he may have a relatively brief period of life ex- 
pectancy, he can to a large extent maintain his customary 
family position at home—an all but impossible achievement 
while within the hospital walls. 

As to the economic benefits of home care, it has 
been demonstrated that the cost of caring for a patient 
in his home is one-third to one-fifth the cost of keeping 
the patient in the hospital. By reducing the costs of 
facilities and maintenance, the costs of individual care 
are appreciably reduced: 

Without some alternative method of caring for these patients, 
an expensive bed in an expensive hospital must be built, and 
nursing and maintenance persunnel provided to operate this 
expensive facility. Housekeeping services, linen, laundry, food, 
etc., and the personnel who provide them are costly items. 
The cost of nursing care is reduced appreciably in home care 
although not eliminated. 
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PUBLIC MEDICAL CARE PROGRAMS 


The Nation’s total medical bill for the civilian popu- 
lation is about $13.6 billion a year. Of this amount 
about one quarter, or $3.2 billion, are expenditures by 
Federal, State and local governments. Only about 
$225 million a year can be identified as being spent by 
all three government levels for medical care for re- 
cipients of public assistance. 

Historically, major responsibility for providing 
general medical care for needy people has been as- 
sumed by communities. In all States there are great 
differences from community to community in the medi- 
cal services that exist and also in the extent to which 
such services are available to needy persons. Prior to 
1936, the predominant practice was for communities 
to pay doctors, hospitals, and other suppliers of medi- 
cal services directly for care provided the indigent and 
other needy persons who were without funds for pay- 
ment of doctor or hospital services. In many in- 
stances, however, the doctor donated his services and 
the hospital expenses were cared for through endow- 
ments and donations. Many States assisted hospitals 
in this free care for needy patients by appropriating 
specific sums to hospitals, which amounts were deter- 
mined often by considerations other than the amount 
of free service rendered. 

The Federal Emergency Relief Administration medi- 
cal program of the 1930’s represented the first large- 
scale departure from the contract-doctor system for 
nonhospital medical care which had survived from 
Colonial times. The FERA rules included provisions 
for free choice of physician and a fee-for-service system 
of payment. This program developed because the 
physician, in a community hard hit by the depression, 
was unable to carry without payment a load preponder- 
antly made up of charity patients. 

Many public welfare general medical programs 
today hold to the basic FERA pattern of free choice of 
physician and fee-for-service payments, and most of 
them have run into grave administrative difficulties. 
These schemes involve a maximum of paper work for 
physicians and the administering agency. Reports 
and invoices, audits and disbursements make heavy 
demands on the time of the physician and the agency. 
In general, costs under this system tend to rise stead- 
ily. Controls, in the form of medical screening, non- 
medical preauthorization, proration of bills or arbi- 
trary limits not related to the professional evaluation 
of the specific needs of the patient, are introduced. 
Service often is limited to emergency care for the 


more serious cases. The administrative problem is 
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not significantly different when administration is in 
the hands of the profession, such as where the govern- 
ment agency contracts the job to a local group. 

The Social Security Act of 1935 authorized the Fed- 
eral Government to make grants to States to help them 
finance State-wide assistance programs for three spe- 
cial needy groups—the aged, blind, and dependent 
children. States that did not have welfare depart- 
ments created them. During the first decade of this 
program, the main attention of State welfare depart- 
ments was given to the development of new policies and 
procedures required in the administration of Federal 
grants as well as extensive reorientation of State and 
local personnel. 

No mention of medical care for these groups was 
made in Social Security legislation until 1950. State 
public assistance programs generally recognized the 
need for medical services as an essential of living, 
along with food, shelter, and clothing, but in the ab- 
sence of any Federal authorization little or no pro- 
vision for it was made in the individual’s family 
budget. A few States, however, made substantial 
progress in planning and implementing programs for 
medical assistance and the number has increased in 
recent years. 


Patterns of General Medical Care 


Typically, general medical care programs for the 
needy are administered by State and county public 
welfare agencies. Qualitatively and quantitatively, the 
services offered vary widely from place to place, and 
there is no semblance of a national pattern. The most 
comprehensive programs offer a wide range of services: 
surgical and medical in-patient hospital care, general 
medical and specialized clinic services, home and office 
care from physicians—both general physicians and 
specialists—dental care, home nursing, and drugs. 
Limited programs—which, unfortunately, constitute the 
majority—may offer only emergency hospital and 
physicians’ services to those critically ill. 

The groups covered range from a portion of those 
receiving public assistance to all on public welfare 
rolls, to these plus substantial numbers qualifying 
under a quite liberal means test. 

In an article on medical care for the needy in the 
January 1951 issue of the Annals of the American 
Academy of Political and Social Science, public pro-— 
grams for medical care’ of the needy are characterized — 
as “leaving much to be desired.” They vary widely 
in adequacy of service and continuity of care, and few _ 


are professionally supervised. Fund shortages are 
chronic and result in inadequate care and widespread 
payment at less than prevailing cost. The means test 
often constitutes a bar to application for badly needed 
service. There are, of course, some relatively adequate 
programs of general medical care for the needy, but 
there can be little quarrel with the generalization— 
borne out by a survey of the Bureau of Public Assist- 
ance in 1946—that medical programs for the needy 
are too frequently deficient. 

While there has been opposition from within and 
without the field of public health to the idea that public 
medical care for the needy, traditionally a welfare ac- 
tivity, should be administered by public health agencies, 
such programs are now in operation throughout the 
States of Maryland and Washington and in some 62 
other local jurisdictions. 

In January 1950, the Inter-Association Committee 
on Health, composed of top representatives from the 
American Dental, Hospital, Medical, Nurses, Public 
Health, and Public Welfare Associations resolved that: 
any provision to finance medical care for assistance recipients 
should permit the administration of the medical aspects of such 
care by public health departments and that such arrangements 
should have the support of these six organizations. 

This resolution received the approval of the govern- 
ing bodies of the associations. 

While in-patient and out-patient hospital care are 
usually either furnished in governmentally operated in- 
stitutions or paid for on a full or partial cost reimburse- 
ment basis in nongovernmental hospitals, home and 
office services of physicians are furnished under several 
schemes: fee-per-visit, salaried physician (full-time or 
part-time) , and on a capitation basis. 

Until the Social Security Act amendments of 1950, 
Federal matching of medical care expenditures for 
recipients of Old-age assistance, Aid to the blind, Aid 
to dependent children was restricted by law to 
-amounts included in cash payments to the recipient of 
assistance. Federal reimbursement is now legally 
authorized for vendor payments, which constitute about 
two-thirds of public assistance medical care expendi- 
tures. The use of a “pooled fund” to smooth out pay- 
ments to a level amount per person or per case is pos- 
sible, thus bringing within matching ceilings more 
medical-care payments. Only four States have had 
Social Security Administration approval for pooled 
fund arrangements, so far, and there are difficult ad- 
ministrative problems to be solved before this system 
attains its full potential. However, the vendor payment 
and pooled fund liberalizations, along with the addition 
of the new Aid to the permanently and totally disabled 


category and the provision for Federal matching of 
grants to persons residing in public medical institu- 
tions, taken together, constitute new resources for the 
medical-care programs of State and local public welfare 
agencies. 

The application of a means test in medical care pro- 
grams is almost always something of a bar to patients 
seeking medical care. Of course, it keeps current ex- 
penditures down, but when a particular illness is in 
the nature of a communicable disease and hence consti- 
tutes a public danger, there is, perhaps, no validity 
in application of the means test. In the last few years, 
under New York State law, hospitalization for tuber- 
culosis is free of any means test. Payment for such 
service is no longer the financial responsibility of the 
patient or of his family. Health protection of the- 
whole community has induced complete governmental 
financing in this instance. 


Recent Patterns of General Medical Care 


Three patterns of organizing general medical care 
for indigents and medical indigents have developed 
during the last few years: (1) greater participation 
on the part of State and local medical societies; (2) 
greater participation on the part of medical schools; 
(3) greater participation on the part of the official 
public health departments. Frequently all three 
agencies are concerned with the planning and organi- 
zation of medical service for needy people. 

The Kansas State Welfare Department and the Kan- 
sas State Medical Society are working toward a goal 
where the Welfare Department of the county would 
make a flat monthly payment on behalf of each assist- 
ance recipient to the County Medical Society administer- 
ing the program. Medical services, hospital care, and 
drugs are furnished. In one county which has adopted 
the plan, 98 percent of the county’s physicians are said 
to participate. The administrative control by the pro- 
fessional organization is acceptable to the physicians 
and they are best able to handle disciplinary problems 
with physicians. The County Medical Society receives 
a per capita payment for medical services for each 
person receiving public assistance. 

In other areas the Health Department or Depart- 
ment of Health and Hospitals are working out with 
medical schools an integrated system of home, clinic, 
and in-patient care which assures the indigent and 
medically indigent more continuous and comprehensive 
health care. 

In Maryland, the State has provided funds for medi- 
cal care services to be administered by the State and 
Baltimore City Health Departments. The recipients of 
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public assistance are automatically eligible for com- 
prehensive health care and the medically indigent on 
a modified basis. Separate provision is made for hos- 
pital care under a program aiming to pay hospitals 
the actual cost of patient care. 

The form of administration in the counties and Balti- 
more city are somewhat different. For the city resi- 
dent, the program is administered by the City Health 
Department and is financed from State and city funds. 
The health departments contract with six of the volun- 
tary hospitals to set up a special medical care clinic, 
separate from the out-patient clinic, and with a desig- 
nated director. The hospital is guaranteed a minimum 
number of welfare recipients on a capitation basis. 
The clinic maintains a panel of general physicians 
‘ who have agreed to participate in the program and 
serve as family doctor to the recipient rendering of- 
fice and home service to the recipient. The doctor like- 
wise is paid on a capitation basis. All recipients of 
public assistance, sick and well, are included in com- 
puting the capitation. 

The clinic gives each recipient a thorough diag- 
nostic workup when he registers with the clinic. At 
that time the recipient chooses his family doctor from 
the list of participating physicians, and a summary of 
the clinic’s examination is sent to that physician. The 
aim of the program is to give to every recipient of 
public assistance a comprehensive and integrated health 
service. 

In view of the growing participation of medical so- 
cieties in the medical care of indigent, the Committee 
on Indigent Care of the American Medical Association 
has proposed the following tentative standards for 
evaluating care programs: 

1. Provide the necessary services normally available 
locally to other citizens. 

2. Make equal services available to all indigent 
groups. 

3. Utilize excess facilities and avoid duplication 
wherever possible. 

4. Wherever feasible offer free choice of physician 
in home and office care so as to have continuity of 
medical supervision for each patient. 

5. Develop and use free out-patient clinics only 
when medically desirable and mutually agreeable to 
the medical profession and the administrative agency 
involved. Participation should be open to all physi- 
cians qualified to serve in the particular types of 
clinics. 

6. Provide for medical supervision of all medical 
aspects. 
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7. Provide reasonable payment to physicians on a 
basis agreed to by the medical society. 

8. Provide for local administration by a single 
agency of the medical program for all groups. 

9. Provide for continuous liaison between medical 
society and administering agency. 

10. Give special consideration to diagnostic services, 
preventive medical services, health education, rehabil- 
itation, home nursing as a substitute for prolonged 
hospital care. 

The criteria on which programs are judged, as indi- 
cated in point 1, are services normally available in the 
community, so that the rating of programs is in rela- 
tion to the general level of care and is not an absolute 
test against preset standards. The American Medical 
Association is applying this set of standards to a num- 
ber of communities in testing their validity. 


Summary 


American tradition and the structure of present pub- 
lic welfare account for the fact that Federal aid to gen- 
eral medical care programs flows through welfare 
channels, but the development of programs like those 
in Baltimore, Md., Denver, Colo., Richmond, Va., and 
San Mateo County, Calif., would seem to indicate that, 
aside from the application of the means test, such gov- 
ernmental activities should be integrated with public 
health. The pioneering efforts of public health in gen- 
eral medical care are fruitful enough as to make it 
advisable to get integration of the disease or group 
specialty programs and public general medical care 
through their administrative combination at the local, 
State, and national levels. 

The application of the means test to persons not 
receiving general maintenance grants from Government 
is a major problem in the administration of govern- 
mental health services for those who cannot afford to 
It is clear that recipients of public 
assistance require governmental financial help in meet- 
ing their medical needs, but the point at which, the ex- 
tent to which, and the amount by which normally self- 
supporting individuals have a claim on government for 
health services is nowhere nearly as well defined. From 
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case to case, medical needs vary widely, and to many a 
family of better than average financial status there 
comes an illness for which all its resources are insuf- 
ficient to provide adequate medical care. 

Some of the public general medical care programs 
described seem to be capable of furnishing service of 
enviable quality—comprehensive in terms of preven- 


tion, early detection, diagnosis, treatment, and rehabili- 
tation. Especially where they are connected with a 
medical school and are hospital clinic-oriented, but 
still provide a key role for the physician in general prac- 
tice (the “family doctor”) to assure continuity of serv- 
ice, it seems to be unduly restrictive to confine their 
benefits to the very lowest economic strata of our so- 
ciety. There might well be provision, in communities 


where such programs are in operation, to make service 
available on a prepayment basis to individuals and 
groups other than the needy. With the development of 
State and regional plans for prepayment health services, 
medical care for indigents could well be integrated with 
such plans, the premiums being paid by the State and 
local governments on behalf of the recipient of public 
assistance. 


PUBLIC HEALTH SERVICES 


Public health came into existence as an organized 
effort by society to deal with the urgent health prob- 
lems of the day. It reflects our social determination 
to provide those necessary services which individuals 
cannot provide for themselves. 

States and localities have defined broadly the health 
department’s responsibility for the protection and ad- 
vancement of community health so as to give ample 
scope to official public health activities and permit their 
realignment from time to time as new problems come 
into prominence. For example, Massachusetts law, the 
earliest to delineate the responsibility of public health, 
states: 

The Department (of Public Health) shall take cognizance of 
the interests of health and life among the citizens of the 
Commonwealth. 

Traditionally, health departments have sought to 
minimize the most important day-to-day threats to 
health. Fifty to 100 years ago these major threats 
arose from gross defects in the environment. Hence, 
health departments first developed environmental 
health services to improve water supplies and assure 
the sanitary disposal of sewage. Pasteurization of milk 
and other measures for the protection of food were ini- 
tiated. Subsequently, industrial hygiene, mosquito 
control, housing standards, and other aspects of en- 
vironmental sanitation were recognized as public health 
responsibilities. 

Although these environmental measures accoiii- 
plished wonders in the enhancement of health, they 
were not by themselves sufficient to control the com- 
municable diseases which constituted the most im- 
portant health hazards of a few decades ago. Hence, 
public health officials began to organize certain indi- 
vidual health services on a community basis for the 
prevention of disease. These included measures which 
require attention to individual persons such as immu- 
nization against diphtheria, vaccination against small- 
pox, X-ray and laboratory procedures for detecting 
cases of tuberculosis and syphilis, and maternal and 


child health programs. 


Recently, public health officers have been seeking 
methods for attacking accidents and chronic disease— 
heart disease, cancer, diabetes, and others—which now 
represent the major causes of death in America. 
Health education, epidemiologic investigation, early 
detection—these and many other techniques which 
have proved so successful in combating the communi- 
cable diseases are likewise useful for the chronic 
diseases. Efforts in these new fields have been greatly 
aided by Federal categorical grants for cancer and 
heart disease control. 

Public health services, like all other health resources, 
reflect changes in the character of health needs. New 
problems require new techniques, as well as new appli- 
cations of old techniques, and different modes of organ- 
ization. It is as unrealistic to tackle today’s health 
problems with a type of service developed for the prob- 
lems of 50 years ago, as it would be to base modern 
traffic regulations on the pre-automobile era. 

From time to time public health activity in new 
fields is challenged by those who would resist its scope. 
For example, the medical colleagues of Herman Biggs, 
Commissioner of Health for New York in the first 
decade of this century, vehemently attacked him for 
proposing that tuberculosis be reported to the health 
department. Medical societies of that period de- 
nounced this proposal as an unwarranted encroachment 
upon medical practice and as one which would disturb 
patients unnecessarily and lead to other unfortunate 
consequences. 

Health officials themselves have sometimes failed to 
demonstrate a breadth of vision consistent with the 
broad mandate given to them by the people. The 
Massachusetts Department of Health in 1926 reported, 
in response to a legislative directive to investigate 
cancer as a public health problem, that this disease was 
a personal matter and not a public health concern. 
Rejecting this view, the legislature ordered the Depart- 
ment to establish cancer clinics and carry out other 


measures for the control of cancer. Thereafter the 
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Massachusetts cancer control program became a model 
for the country. 

The center of public health endeavor is the local 
health department, with the health officer as leader of a 
team of professional persons—public health nurses, 
sanitarians, health educators, and many more. Ac- 
tivities of local health units may be defined under seven 
major headings: (1) Recording and analysis of health 
data such as births, deaths, and diseases; (2) health 
education and information; (3) supervision and regu- 
lation necessary to assure a healthful environment; (4) 
provision of direct environmental health services such 
as insect and rodent control; (5) administration of 
personal health services essential to fill gaps which 
would otherwise exist, and for population groups for 
which community responsibility has been accepted, 
e. g., the medically needy, certain maternal and child 
health activities, communicable and chronic disease 
control where necessary, special diagnostic services, and 
the like; (6) operation of health facilities, including 
health centers and, where appropriate, hospitals; and 
(7) coordination of activities and resources to meet all 
types of community health needs. 

Each local health unit develops within this spectrum 
of responsibility a pattern of activity which varies from 
place to place and from time to time, depending upon 
the problems at hand and the community decision as 
to what should be done about them. From this respon- 
siveness to local needs and decisions has emerged a 
great part of the strength of the health department. 

As local health units proved their worth, the number 
of counties so served in the United States grew from 
14 in 1915 to over 1,700 in 1950. Since 1935 Federal 
funds have greatly stimulated State and local financial 
participation in public health work. State and local 
funds increased from $36 million in 1935 to $152 mil- 
lion in 1948. During the period 1937-46, the propor- 
tion of Federal funds going into State and local health 
services dropped from 37 percent to 27 percent of the 
total. Thus, Federal aid has not dampened community 
activity. It has greatly stimulated local health work 
both absclutely and relatively. 

In spite of this rapid growth in recent years, local 
health services still do not reach approximately 30 mil- 
lion people who live in areas without organized units. 
Also, many health departments serve areas too small 
either for economical administration or comprehensive 
service; they cannot afford the kind of organizational 
Fifty- 
nine percent serve areas of less than 50,000 popula- 
tion—a number considered by the American Public 


framework which will assure adequate service. 
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Health Association as the minimum for adequate 
service. 

Deficiencies are also revealed by the pesonnel situa- 
tion. A 1951 survey by the Public Health Service, to 
which 44 State and 1,257 local health departments re- 
sponded, showed vacancies in budgeted positions total- 
ing 3,081, including 1,062 graduate nurse, 443 physi- 
cian, 155 engineer, 85 health education, and 76 dentist 
positions. These numbers fail to indicate the total 
deficiencies since in many cases positions either are not 
established or are abolished when no candidates are in 
view. In 1950 only 24 percent of the population had 
enough full-time personnel to meet minimum standards. 

One factor underlying the shortages of public health 
personnel is the poor salaries paid in this field. In 
1952, the median salary for local health officers was 
about $8,700, compared to a median net income of 
$12,000 for all specialists. Another factor in securing 
physicians for this field is the restricted scope of 
activity of public health physicians. A further deter- 
rent is their isolation from medical practice. 

It has been estimated that within our present econ- 
omy a reasonably adequate—minimum, not maxi- 
mum—local health department program would cost 
about $2.50 per capita. Yet for the country as a 
whole, the average per capita expenditure for pre- 
ventive local health services was only $0.96 in 1950. 
In 12 States, it was less than $0.50 per capita. 

Each State also has established a health department 
to reinforce the work of local health organizations. 
State health departments have such functions as the 
promulgation and enforcement of health regulations, 
appraisal of State health problems and evaluation of 
existing programs, assistance to local health units, ad- 
ministration of hospitals and other institutions, admin- 
istration of hospital survey and construction programs, 
and the operation of diagnostic laboratories. 

Recently, State health departments have been given 
responsibility for administering specialized medical 
care programs, such as for cancer and crippled chil- 
dren, and in some instances for general public medical 
The latter responsibility usually per- 
tains to groups in the population who are unable to 
purchase health services out of their own resources. 
Placing the administration of this program in the health 
department encourages the integration of curative and 
preventive health services. 

In addition to health departments many other State 
and local governmental agencies carry out health pro- 
grams. Among these may be cited departments of 
education, with responsibility for school health serv- 
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ices and for the medical as well as training aspects of 
vocational rehabilitation; departments of mental hy- 
giene which usually administer the State mental hos- 
pitals; and departments of welfare with medical care 
programs for certain recipients of public aid. Also, 
State legislatures have occasionally created separate 
commissions to conduct individual health programs, 
such as hospital planning and construction, or the con- 
trol of alcoholism. Actually, a complete analysis of 
the allocation of responsibility for health activities 
among the several State and local health agencies would 
reveal a varying patchwork. It is not unusual for half 
a dozen or more State agencies to be planning and 
paying for medical services. 

Health departments thus represent the mechanism 
by which the benefits of modern public health practice 
may be brought to all citizens. In assuming this basic 
health protection for the whole country, the growth of 
public health practice to meet the challenge of chronic 
disease and other new problems must likewise be en- 
couraged. Attention should also be given to the in- 
corporation of health departments into patterns of 
regionalization particularly in their relationship to 
hospital services. 

At the Federal level public health activities are 
centered in the Public Health Service. The Public 
Health Service had its origin in a Treasury Department 
staff established in 1798 to provide for the relief of sick 
and disabled seamen. Gradually acquiring public 
health functions—such as control of infectious dis- 
eases—during the ninteenth century, this Marine Hos- 
pital Service was renamed the Public Health Service in 
1912. In 1935 the Public Health Service was trans- 
ferred from the Treasury Department to the Federal 
Security Agency, where it is now. 

In 1944 the activities of the Public Health Service 
were consolidated by law under four bureaus. The 
Office of the Surgeon General is primarily concerned 
with general administration. The National Institutes 
of Health constitute the principal research arm of the 
Service and also provide a center for the coordination 
of research outside the Service. The Bureau of Med- 
ical Services administers the programs of hospital and 
medical care and related activities. The Bureau of 
State Services administers or coordinates Federal-State 
health programs. 


The Public Health Service employs about 17,000 peo- 
ple. Of this total, 3,000 are physicians, dentists, veter- 
inarians, sanitary engineers, and nurses. Another 500 
are scientists with Ph. D. degrees. The remainder, 
numbering 13,300, constitute allied and supporting 
personnel. 

In the fiscal year 1951, the Public Health Service 
administered a total of $332 million in appropriations 
and authorizations. Nearly two-thirds of this sum 
was allocated in grants to agencies, institutions and 
individuals outside the Federal Government. Six per- 
cent was devoted to the construction of needed facil- 
ities for the Public Health Service. The remainder 
covered the entire internal operations of the Service— 
its hospitals, medical care programs, quarantine serv- 
ice, demonstrations, research activities, collection and 
reporting of vital statistics, technical aid to the States, 
and administration. 

A number of the programs administered by the Pub- 
lic Health Service have been discussed in other sections 
of this report. Today the provision of direct health 
services to seamen and others is a small part of the 
total responsibility of the Service. Its role in research 
has grown greatly and should grow further upon the 
completion of the clinical center on the grounds of 
the National Institutes of Health in Bethesda, Md. It 
is intended that this center will provide laboratory 
and clinical facilities for a coordinated program of re- 
search in cancer, heart disease, metabolic diseases, 
mental and neurological diseases, infectious and trop- 
ical diseases, and dental diseases. 

The Public Health Service is also responsible for the 
administration of the Hill-Burton Act. This act was 
passed in 1946 to provide financial assistance, techni- 
cal advice and professional leadership to State and 
local governments and nonprofit organizations so that 
community needs for hospital and health facilities may 
be measured and met. 

Recently the Public Health Service has begun to play 
a significant role in the field of international health. 
Under the State Department and the Mutual Security 
Agency, it has assumed responsibility for planning, 
staffing, and supervising technical assistance or “Point 
Four” health programs. It is also the official United 
States liaison with the World Health Organization and 
the Pan American Sanitary Bureau. 
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PUBLIC HEALTH IN THE CIVIL DEFENSE PROGRAM 


Introduction 


In discussing civil defense measures it is necessary 
to deal extensively with hypothetical considerations. 
There has been no enemy invasion of this country, and 
consequently no practical experience to serve as a guide. 

Nevertheless a great deal of careful thinking has 
“been expended on plans and detailed requirements. 
This planning has centered closely around such specific 
legislation as has already been enacted. 


Objectives and Organization 


Civil Defense Objectives 


Civil Defense is defined, in Public Law 920, Eighty- 
First Congress, approved January 12, 1951, as follows: 


The term “Civil Defense” means all those activities and 
measures designed or undertaken (1) to minimize the effects 
upon the civilian population caused or which would be caused 
by an attack upon the United States, (2) to deal with the 
immediate emergency conditions which would be created by 
any such attack, and (3) to effectuate emergency repairs to, or 
the restoration of, vital utilities and facilities destroyed or 
damaged by any such attack. 


The Law further prescribes that Civil Defense shall 
include, but not be limited to: 


(A) Measures to be taken in preparation for anticipated 
attack (including the establishment of appropriate organiza- 
tions, operational plans, and supporting agreements; the re- 
cruitment and training of personnel; the conduct of research; 
the procurement and stockpiling of necessary materials and 
supplies; the provision of suitable warning systems; the con- 
struction or preparation of shelters, shelter areas, and control 
centers; and, when appropriate, the nonmilitary evacuation of 
civil population): (B) measures to be taken during attack 
(including the enforcement of passive defense regulations pre- 
scribed by duly established military or civil authorities; the 
evacuation of personnel to shelter areas; the control of traffic 
and panic; and the control and use of lighting and civil com- 
munications) ; and (C) measures to be taken following attack 
(including activities for fire fighting; rescue, emergency medi- 
cal, health and sanitation services; monitoring for specific 
hazards of special weapons; unexploded bomb reconnaissance; 
essential debris clearance; emergency welfare measures; and 
immediately essential emergency repair or restoration of dam- 
aged vital facilities). 


In this era when civilians are as actively involved in 
any war as military forces, constant readiness for 
defense of civilians against enemy attack is essential. 
Civil defense in the United States must be an efficient 
organization that could be mobilized instantaneously 
to combat the effects of enemy attack on civilians. 
Moreover, it must be kept in a state of constant readi- 
ness as long as there is any threat of war in the fore- 
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seeable future. Finally, it must be made a “living” 
function of civilian life, a matter of custom and habit, 
by utilizing existing patterns, existing agencies, exist- 
ing means. 

The preparation of the individual, or the family, for 
wartime attack on civilians, with protection and preser- 
vation before and after enemy attack, must be the prime 
objective of civil defense. Such individual and family 
protection is indispensable to the maintenance of civil- 
ian morale, to the determination to see a devastating 
war through to a victorious conclusion, and to main- 
tenance of civilian production of war materials with- 
out which military efforts would quickly collapse. 


Powers and Duties of Federal Civil Defense 
Administrator 


Under the Federal Civil Defense Act of 1950 re- 
sponsibility for civil defense is vested primarily in the 
States and their political subdivisions. The Federal 
Government is to provide coordination and guidance. 
The Federal Civil Defense Administrator has certain 
important powers and responsibilties in the prepara- 
tory phase of civil defense. Of particular importance 
are the powers to: (1) prepare national plans and 
programs for the civil defense of the United States, 
sponsor and direct such programs, and request such 
reports on State plans and operations for civil defense 
as may be necessary to keep the President, the Con- 
gress, and the several States advised of the status of 
civil defense; (2) delegate, with the approval 
of the President, to the several departments and 
agencies of the Federal Government appropriate civil 
defense responsibilities, and review and coordinate the 
civil defense activities of the departments and agencies 
with each other and with the activities of the States 
and neighboring countries; (3) study and develop 
civil defense measures designed to afford adequate 
protection of life and property; (4) conduct and ar- 
range, by contract or otherwies, for training programs 
in the organization, operation, and techniques of civil 
defense; (5) publicly disseminate appropriate civil 
defense information; and (6) make financial contribu- 
tions, on the basis of programs or projects approved 
by the Administrator, to the States for civil defense 
purposes. 

Title III of the Federal Civil Defense Act of 1950 
authorizes the President to confer very broad powers 
on the Federal Civil Defense Administrator during a 
civil defense emergency. The existence of such an 
emergency “may be proclaimed by the President or by 


concurrent resolution of the Congress if the President 
in such proclamation, or the Congress in such resolu- 
tion, finds that an attack upon the United States has 
occurred or is anticipated and that the national safety, 
therefore, requires an invocation of the provisions of 
this Title.” During such an emergency period “the 
President may direct, after taking into consideration the 
military requirements of the Department of Defense, 
any Federal department or agency to provide, and such 
departments or agencies are hereby authorized to 
provide— 

(a) Their personnel, materials, and facilities to the Admin- 
istrator for the aid of the States; 

(b) Emergency shelter by construction or otherwise; and 

(c) On public or private land, protective and other work 
essential for the preservation of life and property, for clearing 
debris and wreckage, and for making emergency repairs to, 
and temporary replacement of, communications, hospitals, trans- 
portation facilities, or public facilities of States or their political 
subdivisions damaged or destroyed by attack.” 

During the period of civil defense emergency, the 
Administrator is further authorized by Title III of the 
Act to: (1) procure, construct, lease, transport, store, 
maintain, renovate, or distribute materials and facil- 
ities for civil defense without regard to the limitation 
of any existing law; (2) sell, lease, lend, transfer, or 
deliver materials or perform services for civil defense 
purposes on such terms and conditions as the Admin- 
istrator shall prescribe and without regard to existing 
law; (3) coordinate and direct for civil defense pur- 
poses the relief activities of the various departments 
and agencies of the United States as provided in section 
302; (4) reimburse any State, including political sub- 
divisions thereof, for the compensation paid to and 
transportation, subsistence, and maintenance expenses 
of any employees while engaged in rendering civil de- 
fense aid outside the State and to pay fair and reason- 
able compensation for the materials of the State gov- 
ernment or political subdivisions utilized or consumed 
outside of the State; (5) provide financial assistance for 
the temporary relief or aid of any civilian injured or 
in want as the result of any attack; and (6) employ 
temporary additional personnel without regard to the 
civil-service laws and to incur such obligations on be- 
half of the United States as may be required to meet the 
civil defense requirements of an attack or of an antici- 
pated attack. 


Health and Welfare Office 


The Health and Special Weapons Defense Division 
is one of two divisions in the Health and Welfare Office, 
the other being the Emergency Welfare Division. 
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The basic objectives of the Health and Special 
Weapons Defense Division in the preparation phase of 
civil defense are to: 

(1) Guide States and communities in developing 
their health and special weapons defense services and 
in recruiting, training, and organizing professional, 
technical and auxiliary personnel for: (a) treating and 
hospitalizing the tremendous number of casualties 
which would result from a concentrated attack on a 
heavily populated area either with atomic, biological or 
chemical weapons, or with high explosive or incendiary 
bombs or other weapons or methods of attack; (b) 
safeguarding the public health and protecting animals 
and crops against possible biological and/or chemical 
warfare attack; and (c) safeguarding the public 
health against disease and residual radioactivity in the 
immediate postdisaster period. 

(2) Establish in the immediate vicinity of target 
areas sufficient stocks of first aid and other medical and 
health supplies and equipment which would be needed 
immediately after the attack, and radiological defense 
equipment which would be needed immediately for the 
protection of human life. 

(3) Provide in Federal warehouses mobile reserves 
of medical, surgical, and other health and special 
weapons defense supplies which could be rushed to sup- 
plement local supplies. 

(4) Prepare plans for health and special weapons 
defense operations by the Federal Civil Defense Ad- 
ministration in the event of an attack on the civilian 
population, including plans for directing the movement 
of health and special weapons defense manpower and 
supplies to attacked States from other areas and Federal 
reserves. 

(5) Arrange through appropriate Federal agencies, 
in cooperation with State, local, and other appropriate 
agencies, to develop and maintain adequate systems of 
detection and control against the possible introduction, 
either by sabotage or by overt attack, of biological 
agents directed at man, animals, and crops. 

The FCDA Blood program is one special function 
of the Division. 


Major Needs and Special Problems 


The plans of the Health and Special Weapons De- 
fense Division have been set forth in December 1950 as 
broad principles in a comprehensive manual entitled, 
“Health Services and Special Weapons Defense,” and 
followed by subsequent technical manuals, technical 
bulletins, and advistory bulletins. 
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The major problems now confronting the Health and 
Special Weapons Defense Program are: (a) the lim- 
ited availability of professional and technical man- 
power; (6) the difficulties involved in recruiting, or- 
ganization, and training; (c) the need for additional 
funds to complete stockpiling requirements for supplies 
and equipment; (d) the need for financial support of 
developmental and operational activities in biological 
warfare defense, chemical warfare defense, and radio- 
logical defense; (e) the development of working agree- 
ments with, and an understanding by, other Federal 
agencies, for both the preparation and the operational 
phases of civil defense; and (f) the necessity for de- 
veloping policies and plans for civil defense planning 
of a nature effecting an orderly transition between civil 
defense operations and recovery and rehabilitation 
operations in the postattack period. 


Professional and Technical Manpower 


One of the most difficult requirements to fulfill is 
that of professional and technical health manpower. 
This includes physicians, dentists, veterinarians, 
pharmacists, sanitary engineers, X-ray technicians, 
laboratory technicians, sanitarians, medical social 
workers, psychiatric social workers, occupational 
therapists, physiotherapists, and all others working in 
the health fields. It also includes volunteers from the 
lay public: nurse’s aides, home nurses, first aid workers 
and others, 

Two groups of professional and technical personnel 
are needed. These are: (1) full-time employees of 
Federal, State, or local governments who give all or 
part of their time to the planning and performance of 
administrative duties; and (2) volunteers for the con- 
duct of actual operations at the time of a civil defense 
emergency. 

The first group is a very small one. In addition to 
the regular cadre required for health and special 
weapons defense in its preparation phase, it would in- 
clude those who would at the time of an emergency be 
assigned to administrative duties to augment the regular 
cadre. Tentative estimates of the numbers needed by 
governmental agencies have been made. The major 
problem in this group, at the present time, is recruit- 
ment of competent people for full-time work with civil 
defense agencies. In the Federal agency, for example, 
practically all of the professional positions for both 
the Health and Special Weapons Defense Division, and 
for the Regional Medical Officers, are established at 
civil-service grade 15 or equivalent. At this top Fed- 
eral salary grade level, it has been extremely difficult 
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to recruit competent personnel and at no time have all 
of the division and regional office positions been filled. 
It is hoped that arrangements can be made with the 
Federal Security Agency, where full responsibility can- 
not be delegated, to organize a portion of the profes- 
sional staff of the Public Health Service, the Children’s 
Bureau, and the Food and Drug Administration as a 
reserve complement to augment FCDA personnel in an 
emergency. It may also be possible to organize other 
professional personnel, including some from private 
life, in this way. 

State, county, and city health departments should be 
strengthened to permit. them to assume their proper 
role in the administration of civil defense programs. 
Many State health departments have efficiently carried 
out initial aspects of this responsibility but frequently 
at the expense of existing programs or in personal loss 
of time on the part of staff members. County and city 
health departments have been able to do considerably 
less. Furthermore, existing health departments would, 
following enemy attack, have to take on such greatly 
increased burdens in providing emergency public 
health, sanitation, and related services as to demand 
expansions beyond their potential capacities. Few 
local health departments currently are in a position to 
take on such an increased load. 

To date, it has not been practicable to estimate the 
total numbers in the second group—namely, the group 
classified as “volunteers,” at the local level—which 
would be required, nor is it possible to determine the 
total available number. The total number required 
is directly related to the estimated potential casualty 
load and other results of attack. Current FCDA as- 
sumptions are based on the potential occurrence of 
11 million living and dead casualties of enemy attack 
on the United States. It is estimated that approxi- 
mately 70 percent of this total number would survive 
immediately following the attacks and therefore would 
require medical care. We assume that two-thirds of 
the total number of casualties would survive the first 
day. 

To care for this unprecedented casualty load would 
require enormous numbers of physicians and nurses. 
For example, it is estimated that a minimum 24,000 
physicians and 24,000 nurses would be required for 
8,000 first-aid stations necessary in critical target areas. 
It is further estimated that minimum medical standards 
would require at least 15 physicians and 35 nurses, in 
each 200-bed improvised hospital, which would mean 
that 90,000 physicians and 210,000 nurses would be 
required for the 6,000 improvised hospitals planned. 
These figures do not take account of the additional 


requirements of existing hospitals expanded in an 
emergency to handle greatly increased patient loads. 
Of course, in an emergency involving such casualty fig- 
ures, not even minimum medical standards would be 
met. 

Plans are based on the use of dentists and other pro- 
fessional personnel as auxiliary physicians, and the use 
of many thousands of first-aid workers and other 
assistants under medical supervision who have been 
recruited and trained from the lay public. But after 
every possible form of supplementation has been ex- 
ploited, it is estimated that the maximum living casualty 
load which could be handled within a brief period of 
time is approximately 5 million. Even this reduced 
figure assumes a high degree of recruitment, organiza- 
tional training, and mobilization of all of the health 
professions. 

The total resources in health personnel which might 
be available for a civil-defense emergency are unknown. 
Reasonably accurate national and State totals are avail- 
able for many of the professional and technical health 
personnel categories. An estimate of the number which 
would be needed for military service can be made. 
Subsequently, however, unanswerable questions remain. 
A few of these will illustrate the point: 

(1) An undetermined number of such personnel will 
themselves be casualties of enemy attack. While cas- 
ualty experiences exist for the military, only extremely 
rough estimates of the number for civil defense can be 
made. 
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(2) One of the prime needs for health personnel will 
be for surgeons. There is no record of the number of 
competent, active surgeons in this country. The total 
number of surgeons who are diplomates of American 
specialty boards, for example, by no means indicates 
the total number of surgeons who could perform com- 
petently under disaster conditions. 

(3) It will not be known until local interest and re- 
cruitment efforts have advanced considerably beyond 
their present stage how many mobile hospital teams 
can be organized. Such teams, organized and instan- 
taneously mobilized for use at any place in the United 
States, must be used. Otherwise, the only medical 
care would have to come from the attacked areas and 
their immediate environs, and many of these themselves 
would be casualties. 

(4) Although the problem of mobilization and trans- 
portation of mobile support teams is under extensive 
study, it is not yet known with assurance what degree 
of success such efforts would meet under disaster con- 
ditions. Probably it never will be known until, and if, 
such disaster conditions occur. 


In some areas of health and special weapons defense, 
the outlook is better. Although the number still would 
not be adequate, with proper mobilization plans the 
emergency public health needs of attacked areas prob- 
ably could be met more adequately than those for direct 
care of casualties. 

There can be no entirely satisfactory solution to the 
problem of shortage of professional manpower for care 
of casualties which exceed a certain number. It would 
be absurd to think of attempting to train enough physi- 
cians to take care of a potential civil defense casualty 
load which may never occur. Therefore, our only re- 
course is to make organizational plans such as to assure 
the maximum possible utilization and maximum effec- 
tiveness of existing health personnel by superior ad- 
ministrative, transport, and logistical supports, but rec- 
ognizing that beyond a certain maximum casualty load, 
adequate medical care to casualties could not be pro- 


vided. 


Recruitment, Organization, and Training 


The extensive premobilization organization of pro- 
fessional personnel combined with lay auxiliaries for 
the civil-defense first aid, hospital, and other casualty 
services, as well as various public health and other 
special health services requires a considerable amount of 
time on the part of participants, for organization, train- 
ing, drills, and exercises. It involves training huge 
numbers of lay auxiliaries to work in civil-defense cas- 
ualty, public health, and various other services. Chief 
difficulties include slowness in recruitment, need for 
more extensive and different types of training courses 
than now exist, need for actual practice and experience 
during peacetime, and, in some cases, lack of profes- 
sional acceptance of lay auxiliaries for the performance ' 
of some functions. for which they would have to be ° 
trained. 

An effective, Nation-wide system of mobile support 
teams must be organized, trained, equipped and ready 
for transportation to any place in the country where 
they might be needed following enemy attack. The 
greatest of all needs for such teams is for hospital 
teams, chiefly surgical teams, to be rapidly transported 
to attacked cities to staff hospitals, particularly im- 
provised hospitals. Specialized public health, radio- 
logical safety, biological warfare defense and other re- 
lated mobile teams also are necessary. 

Because of the large numbers of professional persons 
and the high degree of organization involved, organ- 
ization of mobile hospital and surgical teams presents 
special difficulties. Heaviest emphasis should be 
placed on organization of such teams in noncritical 
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target areas. Organization of such teams is a State 
and local problem, in which the Federal agency can 
play only a guiding role. Yet such teams must be 
available for interstate, Nation-wide use, under the co- 
ordinating direction of the Federal agency regional or 
headquarters offices. 

Another important requirement is that of organizing 
an extensive network of hospital services, designed to 
receive casualties not only from nearby attacked areas 
but from areas within reasonable rapid transportation 
distance. This involves a considerable burden of time, 
work, and money on the part of hospitals and profes- 
sional people, with an unselfish desire to help unfortu- 
nate people from other, perhaps distant, cities. It 
necessitates the awakening of a realization on the part 
of rural communities of their obligation to support 
metropolitan areas arid of the fact that when metropoli- 
tan industrial areas are sufficiently destroyed national 
survival will be just as difficult for rural as for metro- 
politan area populations. 


Supplies and Equipment 


In 1950, a study done by the Department of Com- 
merce for the Health Resources Office of the National 
Security Resources Board confirmed the view of that 
office that merchandising practices in the health supply 
industry were such that extremely small inventories of 
all types of medical and surgical supplies were avail- 
able, at any one time, from retail surgical supply chan- 
nels. Furthermore, manufacturers engage in ware- 
housing only to the extent necessary to maintain im- 
mediate shipments from the production line to the ulti- 
mate consumer. In effect, there is practically no re- 
serve of surgical supplies, and only a limited reserve 
of medical supplies, in the United States. Further- 
‘ more, hospitals, because of lack of funds and of storage 
space, carry only a minimum reserve of supplies. The 
entire health supply system of this country literally is 
on a hand-to-mouth basis, with supplies leaving the 
production line almost immediately to go to the con- 
sumer, frequently without any intermediate step of a 
retail dealer. The best estimate of the Health Re- 
sources Office, at that time, was that there probably 
were not enough surgical supplies that could be readily 
mobilized in the entire country to care for the casual- 
ties of one atomic bombing. The situation, with re- 
spect to normal distribution channels, has not changed 
since that time, nor is there any reason to suppose or 
hope that it will. 

It has therefore been recommended that: 

(1) All hospitals increase their current inventories 
of surgical supplies by 20 percent. 
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(2) Target areas store sufficient surgical supplies, 
particularly of a first aid nature, to carry them through 
the first few hours of emergency first aid and surgical 
care for casualties of atomic bombing. 

(3) The Federal Government procure and store sup- 
plies sufficient to back up local supplies. The amount 
would be based upon the anticipated Nation-wide cas- 
ualty load. Storage would be in Federal warehouses 
located sufficiently distant from target areas to remove 
them from danger of being bombed, and yet within 
approximately 4 hours transportation distance of any 
target area. 

It is not known to what extent hospitals have car- 
ried out Recommendation 1. 

With respect to items from Recommendation 2, the 
States now have on order a total of $19,600,000 of 
surgical and related supplies for the first few hours of 
emergency care. These supplies are being procured on 
a Federal-State matching basis, in which the States have 
borne half the cost or $9,800,000. Many of these sup- 
plies already have been delivered. Some further small 
State and local purchases may have been made, without 
using any Federal funds. One other interesting and 
encouraging fact is that with the funds mentioned 
above, the States now have on order the supplies for 
6,602 first aid stations out of a total estimated Nation- 
wide requirement of 8,033. However, we are far short 
of matching requirements for other types of health 
supplies and equipment which must be stored in or 
near critical target areas. In general and taking all 
supplies into account, we estimate that to date about 
one-third of the total requirements: for critical target 
area stocks have either been delivered or been ordered. 

With respect to Recommendation 3, $79,400,000 
has been made available to the Federal Civil De- 
fense Administration for establishing Federal reserves 
of medical, surgical, and other health supplies. 
With certain exceptions, the medical supplies and equip- 
ment purchased to date are sufficient to provide for the 
emergency medical care of 2,000,000 surviving casual- 
ties for the first post-attack week. This is a poor 
alternative to estimated total program requirements 
for 5,000,000 surviving casualties covering a period of 
3 post-attack weeks. 

There are, however, several categories of supplies 
and equipment in which it has not yet been possible to 
make even a start. One most important of these is 
basic equipment required for initial operations in im- 
provised hospitals. Another example is protective, 
detection and identification equipment for defense 
against chemical attack. 


Plans take into consideration the loss of a consider- 
able percentage of existing hospital bed capacity be- 
cause of the location of so many metropolitan hospitals 
within the area of probable damage in critical target 
areas. An average existing hospital bed capacity could 
be tripled, during an emergency, by crowding. If 
sufficient advance warning of attack occurs, all but the 
most acutely ill patients in existing hospitals should 
be evacuated prior to attack, both for their own pro- 
tection and in order to make room for anticipated 
casualties. When all these factors are considered, 
however, it is estimated that not more than about 15 
percent of casualties could be cared for in existing 
hospitals in or near critical target areas. Plans en- 
visage the use of hospitals at a considerable distance, 
perhaps many hundreds of miles, from critical target 
areas. Here the chief limiting factor would be lack of 
availability of rapid transportation. To supplement 
hospital capacity, improvised hospitals are necessary. 
These would be established in suitable buildings, par- 
ticularly school buildings. It is necessary to have 
plans for the rapid conversion of such buildings into 
improvised hospitals, beginning immediately after 
enemy attack. Such a system demands surgical teams 
and other hospital professional personnel, maintenance 

and housekeeping personnel, water, electricity, and 
other utilities, consumable medical and surgical sup- 
plies, surgical equipment, 
equipment. 


and general hospital 


There are on order considerable supplies for emer- 
gency hospital operations, but funds have not been 
sufficient to start ordering the basic equipment needed 
for initial operation in improvised hospitals. A list 
of such equipment adapted on the strictest possible 
austerity basis from the mobile Army surgical hospital 
has been devised by FCDA. This is expensive equip- 
ment costing over $20,000 per 200-bed hospital. 
Funds were included in the FCDA 1953 appropriations 
request for equipping approximately half of the 6,000 
improvised hospitals planned but no funds were actu- 
ally made available for this purpose. As far as 
existence of stockpiles of actual equipment for im- 
provised hospitals is concerned, then, it can be said 
that at the present time we are totally unprepared, even 
though considerable consumable supplies will soon be 
available. 

Of particular interest in consideration of coordina- 
tion of resources related to the Nation’s health needs 
should be the fact that the FCDA health supply pro- 
curement program is integrated with that of the Armed 
Services. All actual medical, surgical, and closely 
related supplies are purchased for FCDA by the Armed 


Forces Medical Procurement Agency. Armed Serv- 
ices specifications are used for all items except those 
in which modifications or adaptations for require- 
ments peculiar to Civil Defense are indicated. 

One other problem deserves special emphasis in 
connection with the civil-defense health supply program 
and that is the problem of maintaining blood collec- 
tions through the National Blood Program at high 
levels. The Federal Civil Defense Administration now 
has on order 1,300,000 units of blood plasma. This 
is slightly under 30 percent of estimated total require- 
ments. Very little dried plasma has been delivered 
to date, since prior to this year most of the plasma 
processing capacity had been allocated to the Depart- 
ment of Defense. This year, however, the bulk of the 
plasma processed from blood collected through the 
National Blood Program is allocated to FCDA reserves, 
after the operating and pipeline needs of the Armed 
Services have been met. Blood collections have been 
falling below plasma processing capacity. It is ob- 
vious from the figures cited above that a maximum 
effort to obtain greatly increased blood donations 
through the National Blood Program will be necessary, 
perhaps for several years, before civil-defense require- 
ments can be met. 


Developmental and Operational Activities in 
Biological, Chemical, and Radiological 


Warfare Defense 


Very little has been done in the field of biological 
warfare defense because of the lack of funds. The 
existing public health and agriculture systems for de- 
tecting, identifying, and controlling diseases to man, 
animals, and crops are more or less adequate for peace- 
time incidence. They cannot, however, be expected to 
cope successfully with the problems that would be en- 
countered following the intentional introduction of dis- 
ease organisms, many of them entirely new to the peo- 
ple of the United States. Civil defense against the 
threat of biological warfare is being planned to utilize 
the existing public health and agricultural systems of 
this country, but these systems must be improved, ex- 
panded, and adapted to cope with intentional, large- 
scale introduction of any one of a number of different 
disease agents, toxins, and plant growth regulators. 

The Federal Civil Defense Administration has worked 
with the Federal Security Agency, the United States 
Department of Agriculture, and the Department of De- 
fense in analyzing needs and developing a program to 
meet these needs. As a result of these cooperative 
endeavors, funds for a number of developmental and 
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training projects have been requested repeatedly in 
Federal Civil Defense Administration budgets. 

In addition, the Federal Civil Defense Administration 
is now considering a proposal for a revolving fund 
through which a program of commercial production 
and distribution of a cheap, disposable gas mask for 
citizens in critical target areas can be instituted. It 
is estimated that an adequate gas mask program might 
reduce by 75 percent the number of nerve-gas casual- 
ties and deaths among civilians. 
With Federal 


Working Agreements Other 


Agencies 


It is desirable policy and a requirement of the law 
that the Federal Civil Defense Administration make 
maximum use of the existing resources of other Fed- 
eral agencies. For example, the Public Health Service 
of the Federal Security Agency should be given the 
basic operating responsibility for emergency public 
health activities, including biological warfare defense 
(humans) and emergency sanitation. In the same way, 
the basic responsibility for biological warfare defense 
activity involving animals and crops should be vested 
in the U. S. Department of Agriculture. 

Discussions have been conducted and are continuing 
with these and other Federal agencies with a view to 
documenting approved operating relationships in health 
and special weapons defense. Although one difficulty 
encountered to date has been the lack of funds available 
to the Federal Civil Defense Administration for trans- 
fer to these agencies of the conduct of certain mutually 
agreed-upon activities, many responsibilities can be 
accepted by the agencies. Considerable progress 


has been made, and increasing emphasis will be placed 
on completing these agreements in the coming months. 


Transition From Civil Defense Operations to 
Restoration and Rehabilitation Operations 


The Federal Civil Defense Administration is, of 
course, not charged with the responsibility for develop- 
ing long-range plans and policies to meet requirements 
in the period following the immediate post-attack phase, 
or what might be termed the restoration and rehabilita- 
tion phase following an attack. For example the civil- 
defense stock piling is limited to program requirements 
for the first three post-attack weeks, after which, it is 
believed most of the emergency facilities can be ter- 
minated. 
to the State and local authorities as quickly as condi- 
tions permit. 

Nevertheless, States and communities will continue 
to need help of various kinds from the Federal Govern- 
ment for a considerable period of time following a ces- 
sation of civil defense operations. Although the Fed- 
eral Civil Defense Administration does not have the 
basic responsibility for meeting this problem, it stands 
ready to cooperate with other Federal agencies in work- 
ing out the policies and relationships which will be in- 
volved in effecting the transition from the civil defense 
phase to the recovery phase. 

Various Federal agencies are participating with the 
Federal Civil Defense Administration in a joint study 
of total health and medical supply requirements of the 
nation both during and following a civil defense emer- 
gency and through a war period until the threat of 
enemy attack will have been eliminated. 


PRIVATE HEALTH AGENCIES 


Closely allied to the work of the Nation’s hospitals 
and of the special facilities closely related to these hos- 
pitals, is the work of private and public agencies which 
are trying in their particular way to combat the causes 
of long-term illness. 

The American people have demonstrated their grow- 
ing concern with specific health problems through their 
formation and support of several voluntary health 
agencies. These include the National Tuberculosis 
Association, American Social Hygiene Association, 
American Heart Association, American Cancer Society, 
National Foundation for Infantile Paralysis, National 
Society for Crippled Children and Adults, and many 
others. In each case they have come into being 
through the joint efforts of interested professional and 
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lay persons concerned with a particular disease 
category. 


It is intended to return full responsibilities — 
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Most of these voluntary health agencies have a ~ 


three-point program: education, research, and service. 
Not only is public education on the disease problem 


sponsored, but professional education for physicians 


and other health personnel is supported through co- 
operative arrangements with professional associations 
and teaching institutions. Funds are also allocated 
for research, usually with the advice of a board of 
scientific advisors. Service projects include financial 
support of clinics, case-finding, home nursing, and 
sometimes payment for medical and hospital care. 
One of the outstanding contributions of the volun- 
tary health agencies has been to demonstrate the worth 
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of particular health activities. They pioneer in estab- 
lishing a community service. Then, having established 
its value in the minds of the people, they obtain official 
public support for it and free their resources for new 
endeavors. For example, the tuberculosis associations 
have successfully promoted nursing service in mauy 
parts of the country, a service which was ultimately 
incorporated into many local health departments. 
Thus, the voluntary health agencies have served not 
only to focus public attention on the problems and to 
stimulate research, but also to establish effective meth- 
ods of dealing with individual cases. 

In order to accomplish such purposes, most volun- 
tary health agencies operate through State and local 
chapters, as well as through a national organization. 
Each community selects its own leadership, raises funds 
to be shared with State and national bodies, and within 
certain policy limits, determines what it shall do. lor 
the most part, close working relationships are main- 
tained with medical societies and health departments, 
thus effecting a three-way partnership in developing a 
program for the control of a particular disease. 

They are also working together with increasing effec- 
tiveness through the National Health Council and State 
and community health councils. By means of these 
councils they can better assess the total health problem 
and apportion their energies to it with a minimum of 
duplication. 

Besides the specific organizations each devoted to 
one disease problem, many American philanthropic 
foundations have contributed significantly to health 
progress. Among these are the Rockefeller Foundation 
which, since 1913, has been engaged in work to benefit 
mankind in large part through the promotion of health. 
In addition to its international health work, the Founda- 
tion launched the hookworm and malaria campaigns in 
the United States, supported county health work, spon- 
sored medical research and medical education projects, 
and recently has aided in the demonstration of new 
patterns of medical care. The Commonwealth Fund 
has supported studies and demonstrations in hospital 
service, medical education and mental health. Nutri- 
tion studies have been especially emphasized by the 
Milbank Foundation. The Kellogg Foundation has 
contributed particularly to local health department de- 
velopment and to health education. 

Another important health resource lies in the various 
associations of professional health workers. These 
societies serve to maintain and elevate standards of com- 
petence through influence on training programs, as well 
as directly on practicing members of the profession. 


They also interpret the work of the profession to the 
public and concern themselves with the ethics of prac- 
tice. Such associations contribute significantly to the 
leadership and development of both voluntary and gov- 
ernmental health programs. 

An outstanding example of such an organization is 
the American Medical Association. This organization, 
including in its ranks most of the physicians of the 
country, publishes the weekly Journal of the American 
Medical Association, through which its members may 
keep abreast of widely applicable medical advances. 
Scientific activities are conducted by its councils, in- 
cluding those on Medical Education and Hospitals, 
Pharmacy and Chemistry, Foods and Nutrition, In- 
dustrial Health, Rural Health, Medical Education and 
Hospitals and Physical Medicine and Rehabilitation. 
Exposure of quackery within or outside the medical 
profession has been another major contribution of the 
American Medical Association. 

Like the physicians, every other major professional 
eroup has formed a national membership organization 
with State and local chapters for the dual purpose of 
advancing professional interest and serving the public. 
Among these are the American Dental Association, 
National League for Nursing, American Public Health 
Association, and many more. 


Commission Recommendations 


FOR HOSPITALS, THAT: 


1. We plan and develop, as a nation, an adequate 
system of hospitals and related health facilities to serve 
all of our people in both urban and rural areas. In 
developing this program, the principle of Federal 
grants-in-aid should be maintained for major construc- 
tion and modernization. Local responsibility for the 
operation of these hospitals should be continued. 

2. The Federal hospital survey and construction 
program be extended and expanded to provide for: 

a. Continued planning, construction, modernization, 
and repair of short-term general hospital facilities to 
overcome the present shortages in hospital beds and to 
meet the needs of an expanding population. 

b. Greatly accelerated planning and construction of 
health center, mental disease, chronic disease, tuber- 
culosis, rehabilitation, and research facilities. 

c. Particular encouragement to the development of 
well-rounded medical centers situated in hospitals and 
including extensive preventive and rehabilitative fa- 
cilities. 
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d. An immediate start on studies necessary as a basis 
for improvement of hospital functions through appro- 
priation under the existing authorization for this pur- 
pose in the Hill-Burton Act. 

3. Continuing study be made of ways of providing 
hospital facilities for rural people while preserving 
the highest standards of medical care. 

4. Segregation in the use of hospitals be eliminated 
since it detracts from the efficiency and quality of care. 

5. Vigorous public and professional support be 
sought for the strengthening ‘of hospital licensure and 
accreditation programs. 


FOR RELATED FACILITIES, THAT: 


1. Intensive exploration and evaluation be made of 
the role of chronic disease hospitals, nursing homes, 
home care programs, and rehabilitation services in 
meeting the needs of the chronically ill. 
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FOR PUBLIC HEALTH SERVICES, THAT: 

1. The Congress establish a Department of Health 
and Security. 

2. Comparable bodies be established in the States 
and local communities. 

3. Federal grants-in-aid be made available specifi- 
cally for the purpose of assisting in the establishment 
and maintenance of local health departments, with 
salary levels comparable to the incomes of professional 
health personnel engaged in private work. 

4. Federal categorical grants to aid the development 
of chronic disease control and other new aspects of 
public health be expanded. . 


FOR VOLUNTARY HEALTH AGENCIES, THAT: 


1. The American public and the health professions 
continue to support the work of the voluntary health 
agencies on the frontiers of health progress. 
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UTILIZATION OF HEALTH SERVICES 


Introduction 


Information about the utilization of health services 
is most important in planning for the future develop- 
ment of America’s health and in pinpointing the areas 
where health needs are not met. The extent to which 
physicians’ services or hospitals are used, for example, 
and the change, or lack of change, in utilization over the 
years can help to indicate the number of physicians 
and hospital beds we will require. Identifying the 
population groups who do not use medical services and 
the reasons for their failure to demand these services 
makes it easier to determine what kinds of programs 
should have priority. The use of services made by 
members of prepayment plans as compared with utili- 
zation rates of the general population is of great im- 
portance in evaluating a prepayment system and also 
in indicating areas and groups of the general popula- 
tion in which too little service is given. 

The available data on utilization are limited in scope. 
There are no comprehensive current figures on the 
frequency of physicians’, dentists’, or other medical 
and hospital services. Data on utilization of these 
services are available only from special sample surveys. 
The only Nation-wide surveys which covered a broad 
population are the studies of the Committee on the 
Costs of Medical Care (1928-31) and the National 
Health Survey (1935-36). More recently two Na- 
tion-wide surveys were made of special population 
groups—one of children (1946-47) and one of the 
hospital utilization of the aged (1951). In addition, 
special studies have been made of limited population 
groups or specific prepayment plans. These special 
studies are useful but because of the differences in 
definition of services, scope of services studied or 
covered, the population and years surveyed, the conclu- 
sions drawn must be somewhat limited. 

The level of utilization of all kinds of health and 
medical services is determined by a combination of 
many factors: income, place of residence, the personnel 
or facilities available, age, sex, race, membership in a 
prepayment plan, educational level and probably many 
others. Although, because of the complex interrela- 


tionships, it is impossible to identify the exact effect of, 
for example, income on the demand for medical serv- 
ices, certain broad conclusions are valid. The lower- 
income families receive far less medical care than 
families with moderate or high incomes. Rural resi- 
dents receive less care than urban residents—a function 
not only of the lesser facilities and health personnel 
but the generally lower farm incomes and the more 
limited availability of public clinics. The aged re- 
ceive more physicians’ care and more days of hospi- 
talization than the general population, despite their 
smaller financial resources. 

The level of utilization of medical services has gen- 
erally increased in past years although not significantly 
for all kinds of medical care. This trend is also the 
result of the interrelationships of several factors, in- 
cluding the higher standards of living, the greater 
availability of medical resources, the development of 
prepayment plans, and improved health education. 


Utilization of Physicians’ Services 


During the period 1928-31, the Committee on the 
Costs of Medical Care found that the surveyed popula- 
tion had, on the average, 2.4 physicians’ visits per 
year, not including visits in the hospital. Ten years 
later, in the Eastern Health District of Baltimore, the 
rate of utilization of physicians’ services was the same. 
More recent studies indicate a somewhat increased use 
of physicians by the general population. In four rural 
New York counties in 1948-49, persons in the county 
with the lowest utilization saw a physician, on the 
average, 3.5 times during the year and in the county 
with the highest utilization, the average number of 
visits was 4.6. A similar pattern of utilization was 
found in 27 Pennsylvania counties studied, with per- 
sons in the median county having an average of 4.4 
visits to the physician, including those in the hospital. 

Physicians’ services for the indigent, where data are 
available, indicate a high rate of utilization. Recipi- 
ents under the Maryland Medical Care Program had 
5.7 physicians’ visits (including 0.3 in the hospital) 
and social assistance recipients (age 65 and over) in 
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Saskatchewan had, on the average, 9.7 physicians’ vis- 
its, including 6.5 in the hospital. 

Most group practice prepayment plans show a some- 
what higher utilization of physicians’ services than the 
general population. The Health Insurance Plan of 
Greater New York provided an average of 5.2 visits 
per member (1950), the Labor Health Institute of St. 
Louis, 5.6 and Group Health, Inc. (Washington, D.C.), 
5.1. The experience of the Health Insurance Plan of 


Greater New York is perhaps the best guide to the level: 


of utilization of physicians’ services to be expected 
under group practice and prepayment, since it offers 
all kinds of physicians’ services with virtually no limi- 
tations and since its experience is based on the broad- 
est base—300,000 members in 1951. When the Health 
Insurance Plan of Greater New York was inaugurated 
it was expected that physicians’ visits would eventually 
average about 7.0 per person. In light of experience 
to date, the Plan has revised its estimate downward 
to 5.8-6.0 physicians’ services per person per year. 

Another measure of the utilization of services is the 
percent of the population who used any physicians’ 
services during the course of a year. Persons who 
belong to prepayment plans are more likely to see a 
physician than those in the general population, but even 
in those plans where physicians’ services are available 
at small or no extra charge (above the regular premi- 
um), a surprising portion fail to see a physician. In 
the Permanente Health Plan, one-third of all subscrib- 
ers did not see a physician during a study year and in 
the Windsor (Ontario) Plan nearly 40 percent did not 
see a physician. Among the general population, in 1 
New York county, 45 percent of the people did not 
see a physician during a year. In a Michigan survey 
(covering a sample of the entire population except in 
the Detroit area), 63 percent of the population did not 
see a physician during a 6-month period. 

The degree of utilization of specialists is determined 
by many factors, including family income, residence, 
and the organization of medical care. In the Eastern 
Health District of Baltimore study (1938-43) it was 
found that about a third of all services were by spe- 
cialists. In the Health Insurance Plan of Greater New 
York group practice prepayment plan, utilization of 
specialists was high—46 percent of all services (exclud- 
ing those of radiologists and pathologists) were ren- 
dered by specialists during 1950. The two surveys 
are not, however, comparable and neither provides a 
true reflection of the national pattern. In the Health 
Insurance Plan of Greater New York specialists are 
readily available, without extra cost, to any member 
and the group practice system encourages utilization of 
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specialists. Both studies were made in large cities, in 
areas with a concentration of specialists. 

The Academy of Pediatrics study of children’s serv- 
ices provides a nation-wide picture which is somewhat 
different. Here the percent of services by specialists 
is clearly influenced by the family residence. Whereas 
25 percent of all physicians’ services for children in 
the United States as a whole were given by specialists, 
specialists’ calls represented only 2 percent of physi- 
cians’ services in isolated rural areas. 


Income and Utilization of Physicians’ Services 


Recent data on the variations in utilization of physi- 
cians’ services among families in different income 
groups are not available, except for a few areas. The 
Committee on the Costs of Medical Care Study (1928- 
31) and the National Health Survey (1935-36) are 
the only surveys which related utilization of medical 
services for broad population groups to income. The 
Committee on the Costs of Medical Care survey found 
nearly two and one-half times as many physicians’ calls 
per person in the highest income group as in the low- 
est. Physicians’ calls per illness (as reflected in the 
National Health Survey) increase much less signifi- 
cantly with increases in income, demonstrating that 
families with higher income have proportionately 
greater care for minor illnesses and preventive services 
and that low-income families often find a way of ob- 
taining physicians’ services for serious illness. 

The more recent data indicate only the proportion 
of families, by income class, who received no physi- 
cians’ care during a year. A total lack of physicians’ 
care may be cited for some persons in all income 
classes, but the percent of persons or families receiving 
care increases markedly with increases in family 
income. In 1928-31 the Committee on the Costs of 
Medical Care found 20 percent of the lowest-income 
families had no physicians’ services during the survey 
year compared with 7 percent in the highest income 
group. A more recent survey and one which also cov- 
ered a diversified population (State of Michigan, 
1948), found nearly a quarter of the State’s population 
had unmet medical needs; in the income group under 
$1,000, 45 percent of the persons saw no physician al- 
though they had one or more symptoms which, in the 
opinion of qualified physicians, should have been the 
occasion for medical care. 

A survey of rural families in New York State re- 
vealed that most families received some care during 
the year; however, the proportion of families receiving 
no physicians’ care was four times as great among the 


Committee on the costs of medical care (1928-31) 
Income Group 


$ 10,000 and over 
$5,000-9,999 

$ 3,000 - 4,999 

$ 2,000 - 2,999 

$ 1,200 - 1,999 
Under $1,200 


$1,000 - 2,999 
Under $1,000 


$ 5,000 and over 
$ 4,000 - 4,999 
$3,000 - 3,999 
$2,000 -2,999 
$1,000-1,999 
Under $1,000 





Source: Tables 362, 364, and 365, Vol. Ill. 


Figure 58.—Percent of Families or Persons With No Physicians’ 
Care by Income Group—Selected Surveys. 


lowest-income class (under $1,000) as among those 
families with incomes of $3,000 or more. 


Age and Utilization of Physicians’ Services 


Variations in utilization of all health services with 
variations in age have a particular significance in view 


of the rapidly increasing number of aged in the popu-. 


lation. Illness occurs more frequently among the aged 
than among all age groups combined and the incidence 
of chronic illness is about four times as great among 
the population age 65 and over. The greater incidence 
of illness is reflected in the higher utilization rates of 
persons aged 65 and over. Although the various sur- 
veys show wide differences in the utilization rates, the 
older age groups have consistently high rates. 

The low utilization rate in the Health Insurance 
Plan of Greater New York may arise in part out of the 
fact that the enrollees are members of employed groups. 
As the plan matures and more members are retired, 
the rate for older members may increase. 

Today, pediatricians emphasize preventive health 
services for children. Under such a program children 


receive a large amount of medical care. In the Health 
Insurance Plan of Greater New York, for example, 
infants under one received, on the average, 13.1 physi- 
cians’ services per year as compared with 4.4 services 
for all members. 


Table 59.—Number of physicians’ services per person, 
all ages and age 65 and over 








Physicians’ serv- 
ices per person 
per year 
Survey or program 
All ages 65 and 
over 
Committee on the Costs of Medical Care 
(7 3 ee as oe 2.4 5.0 
National Health Survey (1935-36)...... .9 Pre 
Eastern Health District of Baltimore 
(1938-43) :.-<-agiae fon TARR oe be 2.6 Beige 
Health Insurance Plan of Greater New 
York "(1948) Se oe... Si Opes 5 a5 4, 4 4,7 
Swift Current (Saskatchewan) Medical 
Care Program (1949)... ......522:2%- 3.8 10. 6 








Source: Table 375, Vol. III. 


Place of Residence and Utilization of Physi- 
cians’ Services 


Persons and families in rural areas and small towns 
generally have fewer physicians’ services than persons 
in metropolitan areas. City size apparently makes 
little difference in the over-all number of physicians’ 
services; in the National Health Survey which covered 
only urban families, the differences in utilization be- 
tween large cities and small ones was insignificant. The 
lower utilization of rural families is reflected particu- 
larly in physicians’ calls at home. The study by the 
American Academy of Pediatrics of health services for 
children found nearly three times as many home visits 
per child in greater metropolitan as in isolated rural 
areas. Even greater differences occurred between the 
city and the rural membership of the Swift Current 
(Saskatchewan) Medical Care Program, a prepaid 
In the State of Michigan all kinds of 


medical care were sought less frequently in rural than 


medical plan. 


in urban areas. 


Utilization of Hospital Services 


The widespread purchase of hospital insurance and 
the changing pattern of hospital care in recent years 
limit the significance of surveys of hospital utiliza- 
tion made more than 5 or 10 years ago. The earlier sur- 
veys do serve the purpose, however, of pointing up the 
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Isolated rural 
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Source: Tables 366, 367, 368 and 370, Vol. III. 


Figure 59.—Number of Physicians’ Visits Per Person by Place of 
Residence—Selected Surveys. 


changes which have taken place. People are hospi- 
talized twice as frequently as they used to be even 20 
years ago and the length of the hospital stay is shorter. 
The Committee on the Costs of Medical Care found 
that only 60 persons per 1,000 were hospitalized during 
a year and that they stayed on the average 12 days. 
In 1951 more than 1 out of every 10 persons (115 per 
1,000) in the United States was admitted to a general 
or special hospital and the average case lasted 10 days. 
The pattern of utilization, in 1951, was similar through- 
out the Nation although persons in the Southeastern 
States used hospital facilities somewhat less than per- 
sons in other regions. Their lower utilization rates 
probably reflected the higher proportion of Negro 
people—for whom special problems still exist, the lower 
incomes and the more limited hospital facilities. 
Hospital admissions of the insured do not vary much 
from the over-all average but the insured have a con- 
sistently shorter stay. Hospitalized members of Blue 
Cross plans stayed 7.4 days as compared with the Na- 
tion-wide average stay of 10.1 days in general hospitals 
and 10.5 in general and allied special hospitals. The 
average length of stay of the membership of group 
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practice prepayment plans was even shorter; in the 
Permanente Health Plan, the average hospital case 
lasted 6.6 days, and members of the St. Louis Labor 
Health Institute had an average hospital stay of 7.0 
days. 


Income and Utilization of Hospitals 


Earlier surveys (the Committee on the Costs of Med- 
ical Care and the National Health Survey) which re- 
lated income to hospital utilization are obsolete, pri- 
marily because of the rapid growth of hospital insur- 
However, even at the time these surveys were 
made, differences in family income were not clearly 
reflected in the utilization of hospitals. The lowest- 
income groups (the medically indigent) apparently re- 
ceived a large amount of free care, and recent studies 
indicate that they still have higher than average utiliza- 
tion. The Committee on the Costs of Medical Care 
study found that the lowest-income families and fam- 
ilies with incomes of $10,000 or more received nearly 
twice as much hospital care as did persons in all other 
income groups. 

Hospital admissions per 1,000 population did not 
vary significantly between States with high and low in- 
comes in 1951, but the average number of days of hos- 
pitalization per case is greater in high-income than in 
low-income States. 


ance. 


Table 60.—Hospital utilization in States grouped by per 
capita income 








Number | Number 
of admis- | of hospital 
sions per | days per 
State Group 1,000 1,000 
popula- popula- 
tion tion 
All. Statess cee ne te eee c 115 g OA bes 
Highest income States !............ 118 1,361 
Upper-middle income States........ 115 1, 248 
Lower-middle income States........ 25 1, 146 
Lowest income States.............. 103 887 





1 Excluding the District of Columbia; if the District of Columbia were in- 
cluded among the high income States, the rate of admissions would be 119 
and the number of days per 1,000, 1380. 


Source: Table 383, vol. III, 


Place of Residence, Race, and Utilization of 
Hospitals 


Rural and farm residents use hospitals to a lesser 
extent than does the urban population. Although ad- 
missions per 1,000 do not vary greatly with residence, 
the average annual number of days per 1,000 is much 
higher in urban areas. Among the urban population 
aged 65 and over the days of hospitalization per 1,000 


were twice as great as among the farm aged, and in 
the 12 most urban States the average number of hos- 
pital days was more than one and one-half times the 
days in the 12 most rural States. 

Differences in the rates of hospitalization between 
the white and Negro population are even more signifi- 
cant. In six surveyed States Negro children were ad- 
mitted to hospitals less than half as frequently as white 
children; hospitalization rates for the aged white and 
Negro showed a similar pattern. Another measure 
of the differences in medical care for the white and 
Negro groups is reflected in the percent of live births, 
for each group, which is attended by a physician in 
the hospital. In 1947, 92 percent of white births were 
in the hospital (and attended by a physician) as com- 
pared with 55 percent of nonwhite births. 


Admissions per i000 children, 1946-1947 
1 
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Source: Tables 384, 385, 386 and 388, Vol. Ill. 


Figure 60.—Hospital Utilization by Residence and Race—Selected 
Surveys. 


Age and Utilization of Hospitals 

Age differences in the utilization of hospital services 
are not of great significance except in the age groups 
65 and over. Recent data on hospital utilization rates 
of the aged are available from a special survey con- 
ducted in 1951. This survey was made for the Social 


Security Administration by the Bureau of the Census in 
conjunction with their monthly population survey. In 
addition to this survey, experience of prepayment plans 
and the results of earlier surveys are available. All of 
these experiences indicate that the aged have more 
hospitalization than other age groups. This is true in 
spite of the fact that the aged generally have fewer 
financial resources. In all surveys it was found that 
the aged were admitted to hospitals with about the same 
frequency as other groups but that their longer than 
average length of stay resulted in nearly twice the 
number of days of hospitalization per 1,000 persons. 


Table 61.—Number of hospital admissions and number 
of days of hospital care per 1,000 persons, all ages 
and age 65 and over 





All ages |65 and over 





Admissions per 1,000: 
Committee on the Costs of Medical 


(1928-3) 86 apt edi d- hotewaue: 59 61 
Eastern Health District of Baltimore | ° 

CLOSEST. PIFVOR.B NUIO 69 56 
Saskatchewan Hospital Services (1951). 199 1334 
General population (1951).......... 115 93 
Permanente members (1950)........ 104 127 


Days per 1,000 population: 
Committee on the Costs of Medical 


Garel (1928-30) JG. MOOR, AR 2 716 1,501 
Eastern Health District of Baltimore 

C1933 43) cmaatiacd trees a, hota ease f belt 1, 682 
Saskatchewan Hospital Services Plan 

(1.951) ee eee ee 2,201 17,485 
General population (1951).......... 1, 212 2,051 
Permanente members (1950). ....... 685 1, 040 











1 Includes Old Age Assistance recipients. Number of days based on dis- 
charged cases and therefore include all days for each case discharged even if 
that case was admitted as far back as 1947. 


Source: Tables 379 and 390, Vol. ITI. 
Utilization of Dental Services 


Data on the utilization of dental services are very 
limited. The Committee on the Costs of Medical Care 
and the National Health Survey study in Detroit pro- 
vide the most comprehensive material available. The 
demand for dental care is probably more closely related 
to income than the demand for any other kind of health 
services. Dental care is more frequently regarded as 
postponable, an attitude which is reflected in the com- 
parative utilization rates of low and high income fami- 
lies and in the rates during prosperity and in a 
depression. 

The previous utilization of dental service by persons 
seeking dental care during 1928-31 and the reasons for 
their visits to the dentist are significant. Of all per- 
sons in the highest-income group seeking care, 99.9 per- 
cent had been to a dentist previously compared with 
89.3 percent of the lowest-income families. Seventy 
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percent of the persons in the lowest-income class who 
visited the dentist did so because of a pain or known 
cavity while an equal percentage in the highest-income 
class received care because it was time for a periodic 
examination. In all income classes combined, only 26 
percent of the dental visits were initiated for periodic 
examination and 60 percent because of a pain or known 
cavity. 

In the Detroit study (1935-36) it was found that 
nearly 20 percent of all persons had never been to a 
dentist and that a third of the population had never 
been to the dentist or had not been for 5 years or more. 
The same survey found that while 43 percent of per- 
sons in families with a professional worker as head had 
some dental care (exclusive of extractions) during the 
year, only 16 percent of persons in families where the 
head was an unskilled worker received care. White 
persons received dental care three times as frequently 
as nonwhite. The variations among the socioeconomic 
classes may be exaggerated by the fact that this survey 
was made immediately after a severe depression during 
which all kinds of medical care were probably post- 
poned, especially, by low-income families. A recent 
study (San Francisco) of moderate-income wage earn- 
ing families found that about 50 percent had some 
dental care during the year. This was much higher 
utilization than was found for similar occupational 
groups in the National Health Survey where only 31 
percent in families with a clerical worker as head and 
21 percent of persons in families with a skilled worker 
as head received any dental services (other than 
extractions). 

Dental care is received less frequently in rural than 
in urban areas . In Michigan (1948) 19 percent of 
persons living in the open country and 26 percent of 
persons in urban areas saw a dentist. In the American 
Academy of Pediatrics study of children under 15, the 
number of dental visits per 1,000 children was nearly 
twice as high in greater metropolitan areas as in the 
country at large and 5 times as high as in isolated 
areas. 

There is almost no dental care for children under 5 
and persons age 65 and over see a dentist infrequently. 
The age groups from about 25 to 40 have the most 
frequent dental care and at nearly all ages females 
receive more dental care than males. 


Utilization of Other Medical Services 


A large volume of nursing services is received free 
through visiting nurse associations with the result that 
a high proportion of the families in the lowest income 
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groups receive nursing care. The utilization of pri- 
vate-duty nursing is directly related to income. How- 
ever, the relatively great amount of visiting nurse serv- 
ices in low-income families does not compensate for 
the low volume of continuous bedside nursing. The 
National Health Survey (1935-36) found that a visit- 
ing nurse made an average of 5 visits to each person 
with a disabling illness lasting a week or longer but 
the days of nursing service for the cases attended by 
the private-duty nurse averaged 26. 

The only recent data on the amount of nursing care 
are from the experience of the Health Insurance Plan 
of Greater New York which provides visiting nurse 
service, but not private-duty nursing, as part of its 
benefit. In 1951 nurses made 52 visits per 1,000 mem- 
bers. About 1 percent of the membership received 
an average of 5 visits each. Of all persons receiving 
any nursing visits, the 5 percent receiving 20 or more 
nursing services had 40 percent of all the services. 

Data on the utilization of other kinds of medical 
services are almost nonexistent except for the material 
collected by the Committee on the Costs of Medical 
Care and very limited data from some of the prepay- 
ment plans. Of special interest are the number of 
health examinations, one measure of the amount of 
preventive care received. The Committee on the 


Table 62.—Number of services per 1,000 eligible mem- 
bers, selected prepayment plans 




















Health | Labor | Group 
Insur- | Health | Health Windso 
ance Insti- | Associ- Medical 
Sanvtes Plan of | tute, ation, apie 
Greater Dts District ‘Oat ig 
New Louis, of 1950 
York Mo. Colum- 
1950 1950 bia 
195] 
Laboratory2 er ete (4) 604 | 3,164 (?) 
SiEay’. s< pee 255 523 388 141 
Physical therapy..... (1) 92 545 (?) 
Nurses visits: 
Clinic or office. . . (2) 813 | 31, 663 (1) 
Home visits..... 42 45 (?) (?) 





1 Not available. 

2 Not included in benefits. 

3 Injections by nurse. 

4 Program started during 1951. 


Source: Table 355, Vol. III. 


Costs of Medical Care found that only 1 person out of 
every 4 in the highest-income group had a health exam- 
ination during the survey year and that in the income 
groups under $5,000, only 1 person in 10 had this 
preventive care. 

The table above shows some of the utilization 
rates of the members of selected prepayment plans for 


special services. With the exception of the Windsor 
Medical Services Plan, all these prepayment plans oper- 
ate under a group practice system. The several plans 
cover different kinds of services and even where the 
same services are included differences may occur in the 


comprehensiveness of the services offered or in special 
charges levied. Morover, not all plans define each 
service in the same way. These data on utilization, 
therefore, should be interpreted having in mind that 
variations exist among the plans. 
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RESEARCH 


All over the civilized world in the field of medicine 
and public health, scientific progress has been advanc- 
ing spectacularly during the last century. Death rates 
in the United States have been lowered from 30 per 
thousand to 10 per thousand, and the span of life 
lengthened as measured in expectation at birth, from 
less than 47 to over 67 years. Some of this advance 
has been the indirect offshoot of the forward march 
of civilization. However, there have been great civili- 
zations in the past in which disease was rife, death 
rates high, and life expectancy low. A large part of 
the progress in health can be attributed to the detailed 
investigations that comprise medical research. In reg- 
istering progress of this sort, major credit goes to 
specific pieces of new knowledge that have helped to 
control such diseases as plague, dysentery, typhoid 
fever, diphtheria, tuberculosis, and child-bed fever. 

Research has had an importance far beyond that 
indicated by the manpower and funds which it has 
commanded, for established medical procedures change 
overnight when new discoveries appear. No one can 
foretell the exact course of future developments. 
Antibiotics and tuberculosis, penicillin and syphilis, 
DDT and malaria, are all recent instances of the im- 
pact of discovery on accepted procedure. 

Money available for medical research has increased 
almost tenfold in a decade—from about $20 million 
in 1940 to over $180 million today. About one-fourth 
of this amount is spent in the Nation’s medical schools. 
For medical research in 1951 the Federal Government 
provided over 40 percent, industry a third, philan- 
thropic organizations about 14 percent, and hospitals 
and medical schools about 11 percent of the total funds. 

In an age which thinks in billions of dollars and 
spends in billions, less than $200 millions are being 
put to use each year for research in medicine. This 
is little compared with some other fields of research, 
but compared with the paltry few dollars that went 
into medical research 50 years ago it is considerable. 
Less than a century ago a few geniuses like Koch and 
Pasteur with little more than pocket money at their 
disposal performed miracles of research. More men, 
a very small army, are working at it now, but as armies 
go, these men are still little more than a band of 
sentinels, 
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On a single campaign, that against yellow fever, 
there has been some cost accounting. In 32 years 
almost $14 million was spent on yellow fever control 
and research by the Rockefeller Foundation. Almost 
one-third of the $14 million went to salaries of 76 
scientists who took part at one time or another in this 
dangerous work, 6 of whom contracted the disease and 
died. As a result yellow fever was definitely added 
to the list of preventable diseases. The vaccine now 
available for yellow fever was effectively used by 
Allied armies in the last war. But this yellow fever 
salient was only a skirmish. In all the leading coun- 
tries of the world medical progress, sparked by medical 
research, has been making good headway. 

Today research is becoming popular in all branches 
of human activity. No large industry would think 
of omitting money for research from its operating 
budget. Although medical research is making its mark 
and meeting with increased favor, it is surprising that 
there is not a great deal more money going into health 
research. More will go into it in the future. 

We now realize how wise were the policies of Ab- 
raham Flexner who had much to do with the launching 
of some of the early philanthropic funds. Flexner be- 
lieved in putting a large part of the comparatively little 
money available in the early days into a few bold 
strategic ventures. A single strong medical school 
which got really good support would then begin to set 
the pace for all the others. A few millions to the one 
man (or the handful of men) with vision can give rise 
to a demonstration which may be worth many times 
as much as the same amount scattered at random. 

Anything that saves babies, lengthens life, wipes out 
infections, stills hidden hungers, and heightens energy 
ought to be greatly prized. If, in addition, it saves 
money, so much the better. Medical research does all 
that, but medical research can come only as a post- 
graduate development of an expensive system of medi- 
cal and scientific education. 

As in industry, so in health, research pays back in 
manifold fashion the money put into it. Life saved is 
money saved. Healthy people are producers and con- 
sumers. 

There is hardly a man alive today, soldier or civilian, 
who has not been threatened by some disease or acci- 


dent from which he was saved by a miracle of modern 
medicine. When old folk gather around a table to play 
cards, half or two-thirds of them are living on time 
gained by medical research. 


Organization of Research 


In industrial research the agency manufacturing the 
product is, as a rule, the agency that does the research. 
Dupont, Eastman, General Electric, and dozens of other 
large companies all have extensive research depart- 
ments. By this same token the agency that produces 
the physicians, that is, the medical school, should also 
produce research. By and large, both now and 
throughout history, this has actually been the case. 
However, there is no inherent reason why other large 
agencies interested in medical care, such as the public 
health services, the vast organization of hospitals, and 
the body of practicing physicians themselves, should 
not all have a share in productive research. 

Medical schools, hospitals, health departments, phy- 
sicians and professional people in the health field, all 
have the primary duty of keeping the nation’s health 
at the level already attained. Merely to keep it at that 
high level is itself a continuing and arduous task, but 
saving a margin of effort for research is imperative. 

There are two major problems in connection with 
university medical research. One is to strike a bal- 
ance between research, teaching, and service; and the 
other is never to lose sight of research, or to forget that 
teaching and care alone are not enough. There should 
always be some small but steady extension of our re- 
search capital. 

The three things needed to advance health—teach- 
ing, service, and research—are like three salients in a 
battle line. When one gets ahead too far the whole 
line is in danger. Research in an institution should 
not endanger the teaching or service for which it is 
also responsible. Clinics in certain hospitals emphasize 
service to a degree that precludes teaching and research. 
This too is not an optimum condition. 

Men in all branches of endeavor closely, or not so 
closely, related to health can promote and do medical 
research. When Ronald Ross was doing his stint as a 
public health servant in India, he was at the same time 
completing research by which he traced malaria to the 
mosquito. Semmelweiss cleaned up one maternity 
ward, leaving another as it was, and watched the child- 
birth deaths in his aseptic ward go down. He and 
Lister who together fostered antiseptics were hospital 
men. An American dentist, Horace Wells, experiment- 
ing with laughing gas, opened the road to anesthetics, 


not in dentistry alone, but in the whole of medicine. 
Pasteur was not a physician. 

By and large medical research has been associated 
with laboratory work. But Harvey, who discovered the 
circulation of the blood, had no laboratory, and Bant- 
ing, who only yesterday hit on insulin, had a very poor 
one. This does not mean that the laboratory is not ex- 
ceedingly useful. It has become an indispensable re- 
search corner of many organizations, including the 
hospital. Recently in public health campaigns a fruitful 
collaboration has been worked out between the labora- 
tory workers and men in the field. Field work, plus 
analysis in a central laboratory works, plus the deep 
freeze and various other types of preservation, and the 
speed of modern travel have been a tremendous help 
in furthering medical research. 

The medical student in the medical school of today 
spends less time than formerly in the classroom and 
more in the wards and in the laboratory. The latter 
are not merely those of the four-walled variety. Med- 
ical students are beginning to work in community lab- 
oratories where they can watch diseases arise and 
develop in the population. _ 

Since the beginning of the century foundations have 
been pouring millions into research, and they are by 
no means alone. Now the Government, medical 
schools themselves, and even labor unions are giving 
financial support to research. Many of the stimulating 
agencies themselves conduct intramural research. The 
National Institutes of Health in the Public Health Serv- 
ice and the Office of Naval Research are two govern- 
mental agencies which have undertaken extensive re- 
search programs. 

This stimulation of research has led to new tech- 
niques and new problems. 

From 1910 to about 1930, following the Flexner 
Report on Medical Education, foundations put em- 
phasis on capital and endowment grants. This gave 
the institutions which received these grants stability and 
continuity. For about 20 years after 1910 there were 
poured into our medical schools some $2 or $3 hundred 
million. That money is still the basis for many solid 
advances, and although present support is thoroughly 
inadequate, the example still stands. 

About 1930 a change developed in the pattern 
of research financing. With the depression, the coun- 
try became project-minded. It became the custom to 
interpose a third party between the university and the 
scientists by having a group, such as a health agency, 
a government department, or a foundation, make 
grants, usually of a short-term nature for some specific 
and carefully defined purpose. This practice has grown 
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in volume until today much of the money going to medi- 
cal schools and research institutions is earmarked for 
specific projects. 

The type of research to be supported is often decided 
upon, on the basis of the quality of the investigator, or 
on the basis of the value of an idea, usually, in careful 
consultation with the university or with the institu- 
tion carrying out the research. Money today is seldom 
given for blanket purposes to be made specific by the 
recipient. 

New types of grants that have come into existence 
include the target grant and the area grant. The target 
grant aims at hitting some definite target such as fewer 
paralytics by 1960. The area grant tries to strengthen 
certain fields such as neurosurgery or paramedical 
training. 

A certain amount of specificity in research grants is 
justified. But these new types of grants have led to 
some embarrassment chiefly because they conflict with 
other considerations. Some universities are becoming 
research poor, that is, the overhead cost of putting re- 
search grants into operation eats up the university’s 
spare cash. As an example, the total indirect costs of 
research to one school with fluid funds of $500,000 in 
1951 amounted to $144,000, while money from outside 
sources for research was $600,000. The grants them- 
selves provided only 8 percent for overhead with the 
result that the medical school had to contribute 24 per- 
cent from its own money to operate the grants. Fur- 
ther, the medical school is apt to suffer from a serious 
“dilution” of its own research activities with overtaxing 
of the capacity of its own professors. 


Problems in Research 


At present, a single industrial company spends 
more money on research per year than our entire Na- 
tion spends annually on research for heart and circu- 
latory diseases which account for about one-half of the 
deaths in our country. The Government itself gives to 
these diseases only as much money each year as it 
spends in a single hour on the military services. The 
Government spends over 200 times as much on military 
research as on research into heart diseases. General 
Motors spends more money each year on its research 
than our entire Nation spends on cancer research. 

Nearly 600,000 mentally ill people are in State in- 
stitutions with thousands more engaged in their care. 
Another hundred thousand mentally ill are in veterans’ 
hospitals and private institutions, yet less money goes 
into research on mental diseases than into popcorn for 
5 weeks in motion picture theaters. Although our Fed- 
eral Government spends over $500 million annually 
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for the institutional care and pensions for mentally ill 
veterans, the expenditure for research into mental dis- 
eases is less per year than a single bomber of the newer 
type will cost. 

Some people feel that one should not measure sums 
expended for medical research against sums expended 
for military research. Such an attitude neglects the 
fact that, with the exception of World War II, we have 
in all wars in which we were engaged lost more men 
in the Armed Forces to illness than were lost in battle. 

Although realizing the need of protecting our coun- 
try we should also remember that over the years many 
more young Americans—and the emphasis is on young 
Americans—have been killed by diseases than have 
been killed by all our wars. Even during periods of 
actual warfare, more young and middle-aged Ameri- 
cans have been mowed down in their prime here at 
home by cancer and by heart disease than were killed 
on the field of battle. 

Until recently we have assumed that illness must 
be accepted as night follows day. That was true up 
to a generation ago, but now thanks to the scientific 
progress of this past generation, we can be confident 
that many of the physical ills which afflict mankind will 
be conquered whenever people are ready to back up 
research sufficient in quantity to solve the problem. 

All researchers today are having difficulty in finding 
time to read the literature even in their own special 
field. No one wants to do over unnecessarily what 
somebody else has already done. But to find out what 
has or what has not been done may take a long time. 

Problems relating to the exchange of scientific in- 
formation have been multiplied by the increased vol- 
ume and complexity of research reporting. This af- 
fects publications, library storage, cataloging, repro- 
duction, abstracting, bibliographies, and the conduct 
and programing of meetings and conferences. The 
problem has been aggravated in recent years by the 
mountain of research reports sponsored by government 
and industry which do not find their way into the cus- 
tomary channels of scientific publication. 

With much of the wealth of scientific data buried 
in the world literature of today, several agencies are 
making at least some attempt to cope with the problem 
through organization of reference material, classifica- 
tion methods, indexes, and abstracts. These include: 
(1) The Department of Agriculture library with its 
Rapid Literature Reference Selector; (2) The Chem- 
ical Biological Coordination Center with the National 
Research Council Chemical Code; (3) Chemical Ab- 
stracts; (4) Biological Abstracts; (5) Current List of 
Medical Literature of the Armed Forces Medical Li- 


brary; (6) Quarterly Cumulative Index Medicus of 
the American Medical Association; (7) Excerpta 
Medica, a monthly abstracting service of articles from 
important medical journals of the world. 

These abstracting and reference services do not solve 
the problem. All they strive to do is make a part of 
the record more easily consultable. Journals today 
have a backlog of data on which they must defer 
publication. The whole question of journals, books, 
and publication arises here. Conferences give rise to a 
spate of papers. Some help is to be expected from ad- 
vances in the visual arts and in graphic methods of 
teaching and conveying information. When research 
gets to be news the communication techniques of the 
age will cope with it, but the really difficult parts of 
scientific news dissemination remain the special 
province of the scientist and the scholar. These men 
should be given time to do their work, and not be over- 
loaded with tasks others might do as well. Help to 
the specialist through training of paramedical person- 
nel for communication and library work deserves 
greater consideration. 

Three specific major fields of research are now in- 
adequately supported, largely because granting agen- 
cies have not had any particular interest in these areas. 
The lack of knowledge in the biosocia! fields has been 
conspicuous. Progress in biochemical and biophysical 
sciences has not been paralleled by health research in 
the biosocial field. Knowledge of the relationship be- 
tween social conditions and the health of man lags 
behind and is today approximately where the natural 
sciences themselves were in 1900. 

A second neglected area is that of the mental dis- 
eases. Half of all patients on any 1 day in the hospitals 
of the United States are the mentally ill. Support for 
mental health research should be aimed at a level ap- 
proaching that of all other medical research combined. 
Yet during the period 1946-51 grants for research in 
mental health were only 4 percent of all grants for medi- 
cal research. 

Mental ill health is apparently the complex result 
of many factors—genetics, nutrition, past environ- 
ment—particularly early family relationships, and cur- 
rent stresses and strains. Present research is lagging 
chiefly in the epidemiology of personality development, 
but also in physiological basic research. There are not 
more than a handful of competent investigators of the 
finer anatomy of nerve cells and their connections in 
this country, and most of these were trained in Europe. 
Capable neuropathologists and neurochemists are 
scarcely more numerous, The genetics of mental dis- 
ease is being studied in only a few places. This indi- 


cates the need for strong fellowship programs asso- 
ciated with the extension of research facilities. 

The third neglected area is that of longitudinal stud- 
ies of chronic diseases, aiming at preventive measures. 
Considerable research on specific aspects of these dis- 
eases is throwing light on the problems, but longitudinal 
studies are required in four areas: (1) the natural his- 
tory of the several diseases—how they arise and what 
course they follow; (2) the predisease characteristics 
of the persons who eventually are or are not affected; 
(3) the relationship between the development of these 
diseases and the mode of life of the individual; and 
(4) the general field of the quantitative physiology of 
the individual. As in the case of the mental field, a 
primary need is to develop the personnel competent to 
undertake research in these areas. 

Establishment of medical chairs in institutes and de- 
partments of the physical sciences would increase the 
resources for medical research and also help to bridge 
the gap between the medical and natural sciences. 

Attention has often been called to the increased 
utilization of contributions of nonmedical scientists to 
medical research. University professors and other re- 
search men in chemistry, biology, physics, and related 
fields constitute a source of fundamental aid to medical 
research that is only partly exploited. These men 
undoubtedly could make more discoveries important to 
medical progress. Many of them are interested in 
medicine and would like to devote part of their efforts 
to the search for new basic knowledge in the medical 
field. Their contributions to medicine are now to 
some extent limited by lack of experience in the 
problems of medical research. 

Perhaps a professor of medical research could be ap- 
pointed to a university chemistry department where 
several investigators are working. This man could 
carry on his own work in some branch of basic medical 
research, could keep in touch with his colleagues, follow 
the progress of medicine, and be available for discus- 
sion and collaboration. Ten or twenty chemistry de- 
partments might profitably use such a man permanently 
and departments of biology and physics might follow a 
similar plan. Good medical research men could prob- 
ably be found to hold such professorships, because an 
snterest in the basic sciences has always been a part of 
medicine. 

Research is expensive. It grows only in the pre- 
pared soil of education. Those countries which are 
rich in their supply of highly trained men can expect 
to find among these men those who can further the 
world’s knowledge through basic research. 
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Men who spend a lifetime in locating real research 
talent have remarked how often this type of genius fails 
to sell itself. To assess the worth of an individual or a 
new idea is not an easy matter. Yet it is the daily task 
of those who are responsible for the investment of the 
funds that go into research. 

Men who succeed in research have a daring of their 
own and usually an imagination far beyond the aver- 
age. Above all they have insatiable curiosity and may 
go about their fact gathering in quite a bizarre fash- 
ion. And to get the needed supply of potential geniuses 
takes a great deal of money. 

Where do men who can do research look for their 
financial support? First of all since most are teachers, 
they look to their teaching institution. The figures on 
financial support given earlier, however, indicate that 
the center of gravity in these matters has shifted away 
from the schools. 

Government funds in increasing amounts are devoted 
to research in the health field. Two-thirds of all 
funds for grants and contracts for medical research 
in 1951 were from the Federal Government, a sub- 
stantial increase over the Government share in 1946. 
Through a National Science Foundation, a National 
Research Council, and through its many other depart- 
ments and agencies, the Government is widely engaged 
in research and in giving support to research in the 
field of health. 

Actually, the disparity in the percentages between 
Government and private support of research grants may 
not be as great as it seems, since many private agencies 
are emphasizing the support of established investigators 
rather than research projects. Furthermore, there are 
indications that during recent years private foundations 
have been responsible for the major support of fellow- 
ships and little distinction can be made between the 
support of research through the mechanisms of grants 
or fellowships. 

Several problems related to Federal financial support 
of research were developed at the panel hearings. 
Specific and dramatic projects have more appeal for 
Congress and the public than the equally necessary but 
more generalized basic research. Furthermore, Con- 
gress generally appropriates for 1 year at a time and 
there is no assurance to the medical school or individual 
researcher that funds will be available over the length 
of time required to complete the research project. The 
Office of Naval Research has recently been given au- 
thority to contract for research over a 5-year period 
and is now making contracts for 3, 4, and 5 years. 

Industry, including food and pharmaceutical con- 
cerns, is also bearing a significant part of the medical 
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research load. So is philanthropy which draws its 
money from the results of former industry. 

Present governmental support for health research, 
though increasing, is no way equivalent to the sup- 
port now being given for various types of agricultural, 
industrial and military research. Government-sup- 
ported agricultural experiment stations encourage long- 
term research on plants and animals to a much greater 
extent than comparable research for human beings. 
The emphasis on support of military research was dis- 
cussed earlier. 

The public is insufficiently aware of the results and 
economies which medical research is contributing to 
the welfare of the Nation. Since research support is 
dependent on grants from other agencies, both private 
and public, there is need for a clarification of policies of 
the granting agencies, and a more careful coordination 
of the disbursement principles. 

Funds, as now available from all sources, are still 
grossly inadequate. A satisfactory program of medi- 
cal research for this country would include adequate 
funds and policies to provide: 

1. Means for the early identification, education, 
training, and future opportunity of potentially able 
research individuals with fitting remuneration depend- 
ent upon age, responsibilities, and performance; 

2. Suitable facilities and equipment enabling re- 
search men to work unhampered; 

3. Adequate support for universities and institutions 
to provide for their educational responsibilities, as 
well as for research, so that they can balance their pro- 
grams, retaining the freedom of thought and action 
essential to fundamental progress. 

The problems of research grants were considered at 
length by the Subcommittee to the Inter-Council Com- 
mittee on Institutional Grants of the National Institutes 
of Health. This was an ad hoc committee set up to 
review and coordinate the policies of the National Insti- 
tutes’ seven National Advisory Health Councils. Their 
report, issued in May 1952, recommended a permanent 
Inter-Council Coordinating Committee which has since 
been set up. Other suggestions from the Council merit 
serious consideration. 

1. That the policies covering awarding of research 
grants-in-aid be sufficiently broad to permit the sup- 
port of any worth-while research, whether fundamental 
or applied, laboratory or clinical, long or short term, 
spontaneous or stimulated, and whether done by the 
recognized investigator, or a group of investigators, or 
the unknown investigator who wins support on the basis 
of training, experience, or an expressed idea which 
indicates potential ability. 


2. That the acquisition of knowledge (research) is 
dependent upon the quality of the scientist and the 
enironment in which he works. Faith and confidence 
in able men justifies the long-term support of their 
broad proposals, in a manner which insures freedom of 
thought, inquiry, and experimentation. 

3. That detailed research proposals are often useful 
and necessary in order to provide opportunities for the 
younger and less well-known scientists and for the 
testing, development, and application of knowledge. 
The success of such ventures may be dependent upon 
freedom of the scientist from any moral obligation to 
adhere closely to the original design of the proposal. 
It is suggested that long-term support of these pro- 
posals be provided save for seasonal, pilot, or obvi- 
ously short-term studies. 

4, That “area” grants be initiated as a part of cate- 
gorical programs to meet justifiable and evident needs. 
For this purpose, categorical programs must often 
create research potential where none exists. Special 
arrangements are necessary in initiating and sustaining 
the development of such potential, including support 
during periods of recruiting, training, and planning. 
Such programs would require large and long-term sup- 
port, since they must provide for men trained in the 
disciplines basic to medicine, clinicians with special 
knowledge, and special equipment and facilities. Such 
“area” grants are dangerous only if they detract from 
or distort progress in general research. The success of 
an “area” grant may be dependent upon the level of 
basic knowledge acquired both from its own program 
and that of the general research field. 

5. That stability and continuity be provided through 
long-term grants, preferably not less than 5 years, and 
that confidence be demonstrated by requiring only in- 
formal annual progress reports until such time as the 
investigator requests further support. 

6. That fluid research grants, not to exceed $15,000, 
be made to approved research centers to be adminis- 
tered at the local level and to provide for: (a) small 
pilot studies or exploratory work where from $200 to 
$1,000 in funds immediately available would permit 
necessary work to determine the worth of an idea and 
where if procurement of such funds were delayed no 
action might be taken and the idea lost; (b) items of 
equipment or accessories required for successful con- 
duct of the research where delay would be unfortunate; 
(c) salary (1) of personnel needed immediately be- 
cause of changes in research plans, or (2) of personnel 
held upon termination of grant support pending trans- 
fer to some other investigation; (d) 1, 2, or 3 months 
of additional support after the termination of a grant 


to permit the investigator to bring his work to proper 
conclusion or to the point of publication. 

7. That agencies awarding grants-in-aid of research 
agree on a uniform indirect cost allowance not pres- 
ently to exceed 15 percent of the total direct costs. 

8. That a system of long-term awards be established 
to provide stipends to scientists following the period of 
training and to scientists not presently included within 
institutional tenure plans. It is further recommended 
that these awards be commensurate with the demon- 
strated ability, scientific stature, and age of the recipient 
researcher. 

9. That in the health sciences, as in all other sciences, 
knowledge is valuable for its own sake. To this end, 
substantial funds must be available for general research 
in order to assure the scientist that he may feel free to 
pursue his own intellectual curiosity irrespective of its 
reference to any defined need or purpose. This prin- 
ciple would assure the continued accumulation of fun- 
damental knowledge from which may originate special 
applications in critical areas now recognized or arising 
in the future. 


Commission Recommendations 
THAT: 


1. Both private and governmental support for med- 
ical research be expanded as rapidly as the money can 
be effectively used. This money should be allocated 
to all agencies with promise in this field, not just to 
medical institutions. 

2. Financial inducements in the form of fellowships, 
full-time professorships, higher salaries and a greater 
degree of tenure be provided so that increased numbers 
of scientists can be attracted into the field of medical 
research. This should be carried out with due regard 
for the interrelationships between research and grad- 
uate education. 

3. A substantial portion of medical research monies 
be allocated on a long-term basis either to institutions 
or to individual scientists pursuing basic research. 

4, Research grants, whether on a project or a long- 
term basis, carry an amount sufficient to meet a sub- 
stantial share of the indirect as well as the direct costs 
of research. 

5. Greater stimulus be given to research on mental 
illness and chronic illness, with particular emphasis 
upon research into the relation between the social con- 
ditions of life and disease. 

6. More emphasis be placed upon administrative 
research into better and more efficient methods of 
utilizing our physical plant and our health personnel 
to deliver more and better health services. 
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BETTER ORGANIZATION TO MEET HEALTH 
NEEDS 


The intimate personal relationship of physician to 
patient cannot and should not be replaced by produc- 
tion line methods. But the increased complexity of 
health service, together with the diverse training and 
disciplines of the people who render that service, makes 
jt increasingly apparent that some order must be 
achieved. The problem has been intensified by the 
large number of agencies supplying overlapping 
services. 

Organizational deficiencies in our present health 
services include: 

(1) Isolation of the small community and rural 
hospitals—their patients and their staff members— 
from the mainstream of medical developments in urban 
medical centers. 

(2) Isolation of the urban medical centers—their 
staffs and, perhaps even more important, their stu- 
dents—from the everyday practice and problems of 
medical care. 

(3) Failure to utilize wisely and fully the time of 
professional health personnel. For example, physi- 
cians, dentists, and professionally trained nurses are 
engaged too often in tasks which could be performed 
as well or better by less-highly trained personnel. An- 
other example is the wasted time and talent of the 
young, well-trained physician or surgeon during the 
years he is establishing himself in practice. 

(4) Inefficiency because of the lack of proper util- 
ization of laboratory, X-ray, and other diagnostic and 
therapeutic equipment for the benefit of the individ- 
ual practitioner and his patients. 

(5) Sketchy public health services, which are in- 
adequate in population coverage, do not represent the 
modern scope of such services, and are isolated from 
hospital and other community health services. 


Fundamentals for Organization of Health 
Services 


One of the basic principles to which the Commission 
subscribed is that every person should have access to 


a personal physician. This relationship represents the 
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cornerstone of the proper organization of personal 
health services. It may be provided through a prop- 
erly organized group medical center, as well as through 
an individual physician in his own office. While the 
value of such a patient-physician relationship is uni- 
versally accepted, it actually exists for too few people. 
In reality most of the American people grope their way 
through a haphazard array of health services without 
the guidance of a personal physician. 

The individual who is interested in promoting his 
health can take one of several courses. He may seek 
information from newspaper columns or magazine 
articles, both good and bad. These are probably the 
most popular sources of health education. He may 
purchase vitamin pills, cold medicines, or tonics at the 
corner drugstore. 

It is rarer, and more expensive, for the individual to 
visit his general physician for a check-up. However, 
certain groups, such as mothers and children, now visit 
a physician or more often a clinic for health mainte- 
nance. 

The individual who is troubled by minor symptoms 
of illness may wait for a time to take care of the mat- 
ter. He often makes his own diagnosis and ‘prescribes 
his own treatment. Sometimes he asks the pharma- 
Minor complaints under other cir- 
cumstances may send him to a general physician, to 
a group clinic, or to a hospital out-patient department. 
How soon after the onset of symptoms the individual 
sees a physician varies widely; it depends not only 
upon his attitudes and his pocketbook but also upon 
how services are organized in his community. 


cist for advice. 


Major symptoms of illness, especially if they keep 
the individual from carrying on his job, usually 
bring him more promptly to a physician. If the in- 
dividual goes directly to a specialist, he in effect makes 
his own first diagnosis. He may select the proper 
specialist by chance; but he may waste valuable time 
and money with the wrong specialist or in going from 
one specialist to another. 

Hence the confused arrangement of health services 
presents a serious deterrent to good care. The ideal, 


of course, is a proper organization of available re- 
sources to guarantee that the individual—well or ill— 
is properly and promptly served. Two elements are 
essential to such organization: sound health education 
of the individual so that he has proper information 
and motivation to initiate action; and a professional 
person to act as health guide and counselor, to lead the 
individual through what might otherwise seem a laby- 
rinth of personnel, facilities, and agencies. 


Flexibility in Organization Required 


The tempo of developments in medicine and health 
requires flexibility in organization. The teaching- 
research center usually applies the latest discoveries 
in medicine first; organization can hasten their appli- 
cation throughout the medical world. 

Organization must also be responsive to fluctuations 
in the requirements for various types of facilities and 


personnel. Changes in the pattern of illnesses or in 
the composition of the population may require dif- 
ferent kinds of facilities. Advances in therapy may 
increase or diminish the need for certain kinds of 
specialists. 

Organization should bring service wherever it is 
needed by the patient—at home, in the hospital, in 
Only a flexible 


yet well-coordinated organization can provide com- 


the physician’s office, or in the clinic. 


plete care for the patient. 

A single plan will not fit every situation. In fact, 
organization of health services must be designed for 
each locality and grow out of local understanding of 
problems and resources. Local groups and agencies 
in undertaking improved patterns of health service 
benefit not only themselves, but may demonstrate for 


the entire Nation better methods of delivering service. 


GROUP PRACTICE 


Definition 


Ever since the establishment of group practice in the 
United States, difficulty has been encountered in de- 
fining the term. Several proposed definitions may be 
cited including the broad one given by Moore: 


It is generally understood that group practice consists of a 
number of physicians and dentists, who combine their profes- 
sional services, skills, and financial resources, to practice the 
prevention and treatment of disease. These practitioners use 
common offices, facilities, and professional equipment. They 
employ, in common, subsidiary personnel for administrative and 
clinical purposes. 


In 1951, Hunt and Goldstein defined group prac- 
tice as: 


Medical group practice is a formal association of three or 
more physicians providing services in more than one medical 
field or specialty, with income from medical practice pooled 
and redistributed to the members according to some pre- 
arranged plan. 


Under its section “Principles of Group Practice,” the 
Health Insurance Plan of Greater New York states: 


A Medical Group shall be defined as a number of licensed 
physicians, engaged in the practice of medicine, in a common 
organization qualified to provide complete medical care as re- 
quired, whether this care be in the patient’s home, physician’s 
office, group center, or in a hospital. 


For purposes of eligibility, the American Association 
of Medical Clinics says: 


Any group of seven or more full-time physicians, maintaining 
a private organization for the purposes of providing general 
medical care of high quality, according to the principles of 
ethics of the American Medicai Association, shall be eligible for 
membership. Such group or clinic shall have on its full-time 
staff at least five physicians in different major specialties, two 


of which specialties shall be internal medicine and general 
surgery. Such group shall maintain a separate building or 
suite of offices for the conduct of their practice. 


It is clear from the foregoing that it is difficult to de- 
fine group practice. However, the whole subject of 
group practice is a matter of great current interest and 
one that impinges on many of the problems in the ful- 
fillment of medical needs. 

Groups are a curiously American phenomenon. As 
a matter of fact, a group voluntarily associated for the 
private practice of medicine is almost unique in this 
country. It is a perfectly natural development in the 
American scene; the scene that includes the production 
line and the chain store and similar devices in merchan- 
dising and in manufacturing, would be expected to use 
the same kind of organizing genius in the practice of 
medicine. That is precisely what has occurred. The 
influence of certain groups, particularly the Mayo 
Clinic, has had enormous importance in stimulating the 
formation of others. This phenomenon of group prac- 
tice would certainly have appeared, however, even with- 
out the example of the Mayo Clinic. 

A natural development of the increasing specializa- 
tion in medicine, group practice aims at the utilization 
of specialists in a way that is most efficient. Perhaps 
because of the voluntary nature of these groups, which 
have developed without the control of any outside 
agency, they exist in a wide variety of forms. 

They vary in size, from two physicians who may call 
themselves a group under certain conditions, to several 
hundred physicians in some of the larger groups. They 
also vary in the purposes for which they are formed: 
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some provide comprehensive medical care involving 
most or all of the major medical specialties; others 
consist of physicians all engaged in the same field, 
-such as radiology, internal medicine, or industrial sur- 
gery; some are purely diagnostic groups; some consist 
exclusively of physicians devoting their full time to the 
group, and others are composed of part-time prac- 
titioners. Most of the groups, however, are general in 
‘purpose and comprise a team designed to cover more 
or less the whole field of medicine. 

Just as the composition of these groups and their 
purposes vary widely, the manner in which they con- 
duct their business affairs is also quite varied. The 
proprietorship sometimes is limited to one man and all 
the other physicians are employees of that individual. 
Other groups are owned by a small group of physicians, 
from two to ten, sometimes more, who hire the other 
physicians in the group and maintain them in the 
status of employees. Many of the groups are partner- 
ships in which all the members of the group share 
equally in the management and participate in the 
decisions. 

Some groups have been sponsored by industries or 
corporations. Early in the history of group practice 
Endicott Johnson Shoe Co. set up a medical group to 
take care of the health needs of its employees. In 
California the Southern Pacific Railroad has long had 
a similar group. Some group practice has been the 
outgrowth of mutual benefit associations of various 
kinds. Recently several unions have helped to organize 
groups to serve their members and families. 

A number of the groups are owned by nonprofit 
foundations. The members of the group are employees 
of the foundation. The Mayo Foundation is of this 
type. Because of taxes, this is now becoming an in- 
creasingly popular method of setting up groups. Cer- 
tain medical schools have their faculties and staff bound 
together in a group that functions in a manner essen- 
tially similar to that of other practicing groups. 

The variation in type of group practice in the United 
States, while reflecting the experimental nature and 
adaptability of this form of practice, complicates its 
study and evaluation. 


Development and Growth 


There are many factors which have led to the forma- 
tion of group practices. Among them certainly should 
be included the great increase in specialty practice in 
the last 30 years, and the influence of both world wars. 
Of 330 listed groups in 1940, 25 percent were organ- 
ized within the 5-year period of 1919 to 1923, com- 
pared with 21 percent before 1919. When polled dur- 
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ing the last year of World War II, approximately 52 
percent of the physicians in the United States military 
services indicated that they wished or intended to join 
groups on their return to civilian life. 

Although accurate figures concerning the develop- 
ment of new group practices are not available, it is 
significant that at least 368 medical groups existed in 
1946, and 91 additional groups came to the attention 
of the Public Health Service between that year and 
1951, 

For the same reason that it is almost impossible to 
define and identify all group practices, it is difficult to 
know how many physicians are practicing in groups. 
One analysis indicates that approximately 2 percent of 
the practicing physicians are full-time physicians on 
the staffs of groups as shown in the 1940 and 1946 
studies—2,093 and 3,275 physicians respectively (Dick- 
inson, Medical Groups in the United States, 1946). 
Hunt and Goldstein estimated that there were about 
5,000 physicians in full-time group practice in 1950— 
about 3 percent of all practicing physicians. Although 
the statement cannot be documented, it seems likely 
that both the numbers of group practices have increased 
since 1946 and the proportion of physicians in such 
forms of practice has increased. 


Location 


Even the general location of group practices is hard 
to determine. A survey in 1950 and 1951 of 52 group 
practice organizations in California revealed that about 
60 percent of these groups were in communities of less 
than 50,000 population. In general, groups operating 
independently of the hospital need for their support a 
population of not less than 25,000 to 30,000. There are 
groups undertaking total practice with clienteles of 100,- 
000 or even more, but these groups are in the minority 
as the typical group probably does not serve more than 
10,000 to 25,000 people. 

About all that can be concluded from the available 
facts is that the location and size of group practices 
have developed without much uniformity. They appear 
to be adapted, for the most part, to the size and need 
of the particular communities in which they are located. 


Size 


There is no uniformity either in the number of phy- 
sicians conducting group practices or in the fields in 
which they work. In the California survey just men- 
tioned, it was found that many of the groups were small, 
and the average number of physicians in a group was 
six or seven. The physicians of 19 medical groups 
intensively studied by the Public Health Service were 


asked the question—“In service groups, what is the 
minimum number of physicians necessary to do an 
effective job of group practice?” The range of an- 
swers from the 194 physicians questioned was 3 to 34, 
with a mean of 10 and a median of 9. 

In order to qualify for the Health Insurance Plan of 
Greater New York, it is stipulated that a medical group 
shall include one full-time physician (or the equivalent 
in part-time service) for every 800 persons in its en- 
rollment; * * * a medical group must have at 
least 5 general physicians prepared to provide full-time 
service as well as specialists in each of 12 basic cate- 
gories. When the enrollment of a group reaches 6,000, 
the equivalent of at least one full-time general physician 
and/or pediatrician shall be added for each 1,200 addi- 
tional enrollees of the group, or major fraction thereof. 
The 12 basic specialties were listed as: clinical pathol- 
ogy, dermatology, radiology, general surgery, internal 
medicine, neuropsychiatry, obstetrics and gynecology, 
ophthalmology, orthopedics, otolaryngology, pediat- 
rics, and urology. 


Composition 
Dr. E. Richard Weinerman, after his study of group 
practice in California, proposed the following medical 
staff requirements for a group practice per 10,000 
eligible persons: 


General Physicians 


“The nucleus of general medical physicians who con- 
stitute the personal health counsellers should constitute 
the core of the medical group for continuity over time 
with the individual patients. They should be on a full- 
time basis from the beginning of the program if at all 
possible. 
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Common Specialties 


“This group includes those specialties regularly and 
frequently used in providing general medical care to 
an average population group. The amount of time 
needed in each of these fields is predictable, and their 

_ services should be provided on a regularly scheduled 
basis either full-time or involving that fixed proportion 
of full-time which is indicated by the size of the popu- 
lation group being served. 
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Narrower Specialties 


“A final group of specialists include those whose serv- 
ices are definitely integral to comprehensive modern 
medicine, but the volume of whose services is not large 
nor easily predictable for small groups of eligible per- 
sons. Except when the population served is unusually 
large (and in these cases the principles outlined in the 
section above on “Common Specialties” would obtain), 
these consultants should be included on the group staff 
on the basis of part-time services or “‘on call status”. 
Whereas the salary or retainer method of payment is 
recommended for the former two categories of group 
physicians, an hourly rate or fee system is probably 
more satisfactory for these consultant services. 
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These physician ratios are very rough approxima- 
tions, which must be modified to the needs of the local 
population and the actual experience of the group. 
Other studies for example, suggest that at least half of 
the staff should be general physicians. The important 
points, however, are the creation of a broad base of 
full-time general personal physicians instead of the 
usual top-heavy array of specialists; the organization 
of the specialty staff on a time basis reflecting the need 
for such referral services; and the emphasis upon the 
salary method of payment based on proportion of full- 
time devoted to the group. 

In most instances the number of physicians engaged 
in a group practice has been determined by the local 
situation, including availability of medical personnel, 
special community needs, and the type of group practice 


involved. 


Advantages—Disadvantages 


There is considerable literature on the advantages 
and disadvantages of group practice, and a rather sharp 
division of opinion. The following is a slightly 
abridged quotation from the discussion of this subject 
by Hunt (Medical Group Practices in the United States, 
New England Journal of Medicine, July 17, 1947) : 


The principal advantage claimed for group practice is that 
modern medicine is so complex that no one physician can com- 
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prehend all the niceties of diagnosis and treatment, that as a 
result of this situation, most sick people—if they are to get 
the best medical care—must be seen by more than one physician 
and that organization of physicians into groups is the only way 
in which this can be done efficiently and economically. It is 
claimed that physicians working together in a group are stimu- 
lated to keep up with medical progress more than physicians 
in individual practice and that each physician, constantly sub- 
jected to the informed appraisal of his fellows, has more incen- 
tive to do his best work and is less likely to develop slipshod 
habits of medical practice. The ease and value of consultations 
is enhanced because the consultant has the patient’s whole 
medical record before him and can more quickly and efficiently 
bring his own special knowledge to bear on the case. On the 
financial side a group of men, by pooling their resources, can 
maintain equipment for diagnosis and treatment that no one 
of them could maintain individually and can make efficient 
use of such expensive items as X-ray equipment. Physicians’ 
incomes are more stable, and some claim that they are larger 
than incomes in individual practice, at least in the early and 
late years of practice. The physician in a group is freed from 
direct financial dealings with patients and is therefore able to 
do his best work medically without worry about whether he 
will be paid. He is enabled to take vacations and trips for 
postgraduate study without jeopardizing his practice or his 
future prospects. The patient benefits by less expensive service 
(the usual claim is that he gets more service for the same cost 
than he would get from an individual practitioner), as well as 
by the ready availability of competent consultation when he 
needs it. A well run group is alleged to raise the medical 
standards of the whole community, by exemplifying modern 
medical care. Groups have the facilities for, and then to stress, 
preventive medicine. By providing nursing and secretarial 
help economically group organization enables the doctor to 
spend more of his time doing medical work and relieves him 
of work that can be done as well or better by less highly trained 
personnel. A final claim is that group practice facilitates the 
organization and efficient operation of prepayment plans. 
Critics of group practice deny some of these advantages 
categorically but generally take the stand that the advantages 
are theoretical and that, although they may be true for a few 
groups, the great majority of groups not only fall far short of 
the theoretical ideal but also replace alleged advantages with 
actual faults. The most important criticism is that most 
patients can be adequately treated by an individual practitioner 
with the equipment that any physician would have in his office 
and that it is inefficient, time consuming, and unduly expensive 
to give every patient the questionable benefit of being treated 
by two or more physicians in offices fitted out with all the latest 
diagnostic and therapeutic equipment. This sort of treatment 
should be reserved for the approximately 15 percent of patients 
who really need more than the general practitioner can give 
them. In addition, the physician in a group is deprived to some 
extent of independence of judgment and action, and his profes- 
sional growth is stunted by constant supervision. A physician 
may get some stimulation from his intimate associations within 
a group, but he thereby cuts himself off from association with the 
larger number of physicians in his community, so that he actu- 
ally suffers a net loss in this respect. The prospect of higher 
income in group practice is illusory and materializes only for the 
physician with poor training or personality who could not suc- 
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ceed in individual practice: the well trained physician can make 
more in individual practice. The group’s claim for ease of con- 
sultation and availability of laboratory service is conceded to 
be of value in medically undeveloped regions but is said to be 
of decreasing importance as a region develops specialists, hos- 
pitals and laboratories, which enable the practitioner who is not 
allied with a group to pick the best consultant or laboratory to 
care for the particular illness of the particular patient, whereas 
the group physician is limited in his referrals or laboratory work 
to the available specialists or equipment within the group. 
Mechanization of medicine, with undue dependence on a drag- 
net type of laboratory workup, and referral of patients without 
adequate medical reason are alleged. The patient-doctor 
relation is further disrupted by the fact that a patient does not 
have “his doctor” who knows and understands him, but has a 
whole set of physicians, each of whom concerns himself with 
only a fraction of the patient’s person. The patient’s choice of 
physician, which is ordinarily present in his original choice, is 
lost as soon as referral becomes necessary, since he is limited 
to the specialists within the group. Furthermore, many groups 
that set themselves up as giving complete specialist coverage 
actually have inadequately trained physicians posing as special- 
ists. This is claimed to apply especially to groups having 
prepayment plans. 


The physician in being associated with a group may 
lose a certain amount of his independence. The 
very popular and brilliant surgeon may make more 
money practicing by himself than he will when ab- 
sorbed within a group. And then there are certain 
abuses to which groups are subjected at times, for ex- 
ample, the exploitation of physicians in a group by 
proprietors who keep the other members on inadequate 
salaries. 

However, a recent study of the income of physicians 
over the country indicates that the average income of 
physicians who practice in groups is substantially 
higher than the income of those who are practicing as 
individuals. There is little doubt that the group form 
of practice provides for a better utilization of special- 
ists. The possibility of a man practicing his specialty 
exclusively or practically exclusively is much enhanced 
by his association with a group. And the economics of 
group practice usually makes it possible for a physician 
to do what he wants to do without regard to the patient’s 
financial situation. 

Unfortunately, too often advantages or disadvantages 
of group practice are considered only in relation to the 
physician rather than to the patient. In considering 
what advantage there is for the patient who comes un- 
der group practice, the consensus is that group prac- 
tice frequently can give more or better service for the 
money paid, though the total amount in dollars may 
actually be no less than is spent by the patient who is 
cared for by individual practitioners. 

A great deal of thought in organization and in choos- 


ing of compatible and qualified professional personnel 
is needed. Considerable administrative acumen is 
necessary in conducting a smooth-running institution, 
involving highly trained and often highly individ- 
ualistic physicians. The establishment and operation 
of a successful group practice require financial backing 
and administrative skill, as well as medical skills. 


Comprehensive Health Services 


There is very little information available describing 
in exact terms the contributions which group prac- 
tices are making to comprehensive health services for 
the Nation. In comprehensive health services, the goal 
includes promotion of health, prevention of disease, 
diagnosis and treatment, and rehabilitation. The 
evaluation of group practice in providing health 
services for these extended goals is elusive. Some group 
practices such as the Health Insurance Plan of Greater 
New York, include such goals as definite parts of their 
program, whereas other group practices touch upon 
these goals with varying degrees of intent and success. 
In general, it appears that group practices achieve good 
diagnosis and treatment with more uniformity than the 
other three goals mentioned, though in many instances 

one or all of the other goals are part of the activities 
of group practices or can be readily incorporated. 


Community Needs 


In the supply of medical care to the public, group 
practices are fitting into urban and rural communities, 
and to a large extent, into regional needs. As is true of 
group practice in general, there is no definite single 
pattern for group practice in urban or in rural 
communities, since they tend to be adapted to the 
particular needs of the location. From a regional 
standpoint, the contribution of group practice to medi- 

cal care needs to be more fully explored. Many groups 
draw their patients from up to 200 miles or more, and 
_ from 10 to 90 percent of their patients may come from 
beyond the immediate confines of the community in 
which the group is located. Groups can use, to far 
better advantage than individual practitioners, the 
special skills of nonmedical assistants, such as nurses, 


physical therapists, psychologists, and social workers. 


Trends and Problems of Group Practice 


The available evidence suggests that there is a slow 


_ but definite trend toward an increase in the number of 


"group practices and in the numbers of physicians par- 


practice. There is, however, as yet, no definite evi- 
dence that one form of group practice is materially 
superior to another and the variety now existent really 
constitutes a series of experiments. 

Among the recent trends is the combination of pre- 
payment and group practice. The majority of the 
older group practices are conducted on a fee for serv- 
ice basis. But in several instances group practices are 
closely associated with prepayment plans. In one of 
these (Health Insurance Plan of Greater New York) 
the prepayment plan was established first, and most 
of the 31 group practices were developed later in order 
to take care of the subscribers to this plan. In another 
(Permanente Foundation in California) the group 
practice partnership was established originally to take 
care of an industrial population. 

Some believe that prepayment and group practice 
go together like bread and butter, and there appears to 
be general agreement that prepayment in connection 
with group practice should be further developed. This 
issue of prepayment combined with group practice is 
complicated in some instances by antagonism from 
within the medical profession. Possibly this could be 
met by more careful attention, on the part of those 
launching prepayment plans, to the habits and fears of 
the rest of the medical profession, and by recognition 
on the part of organized medicine itself of the need for 
experimentation in this field. 

The relationship of group practice to general 
physicians is of basic importance. Some groups in- 
clude general physicians. Others hold that groups 
should act as consultants to general practitioners. 

The figures on the number of group practices which 
have dissolved are not available in any accurate form, 
though it is known that there has been a substantial 
mortality rate among group practices. Two reasons for 
dissolution of medical groups may be cited: A financial 
disadvantage both to the group as a whole and to the 
individual members in the case of some groups, and 
internal friction in others. The reasons for dissolu- 
tion and methods of preventing it are obviously of vital 
importance in the development of successful group 
practice. 

In the evaluation of group practice, two considera- 
tions are paramount. One is that the quality of medical 
care is all-important. Group practices can be success- 
ful only where they can make a distinct contribution to 
the supplying of good medical care. The second con- 
sideration is that such care must be within the economic 
means of the people who need it. Group practice will 
grow only if ways can be found to overcome the eco- 
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nomic barriers that under present conditions of medi- 
cal practice militate against extending good health 
services to more people. 


Commission Recommendations 
THAT: 


1. Groups be organized on a basis which favors 
high standards of practice and maximum participa- 


tion, financially as well as professionally, by all member 
physicians. . 

2. Organized medical bodies review their attitudes 
toward group practice in a spirit of tolerance. 

3. Federal loans be made to local organizations de- 
siring to institute prepayment plans associated with 
group practice, for the purpose of encouraging the 
establishment of group practice facilities. 


REGIONAL COOPERATION 


The medical profession holds first responsibility for 
maintaining the good health of the people of the Na- 
tion. Along with physicians are the other health pro- 
fessions—dentists, nurses, and the many groups of 
paramedical workers. Next come hospitals and hos- 
pital staffs, made up largely of these same professions. 
Hospitals, large and small, play a central role in today’s 
health services. 

The third agency to guard our health is a group often 
referred to as the health authorities. Almost from the 
beginning of civilization certain sanitary regulations 
have been enforced by law. In recent years the health 
authorities have been given other responsibilities based 
upon service and education rather than police power. 
The health department is therefore an important ele- 
ment of the modern health team. 

The fourth large health agency is the medical school. 
The medical school is in a sense the source and fountain- 
head of all the other health agencies. 

Since these and other agencies are concerned with 
the health of the people, it is natural that they should 
group themselves into a certain pattern. They all aim 
at the same objective, tend in the same direction, and 
therefore, the relation between them is one of coopera- 
tion. Close ties between these agencies have never been 
absent and they are becoming still closer. It is the pur- 
pose of the present chapter to discuss some of the more 
recent aspects of cooperation between these agencies 
which, it must be remembered, in some fashion or other 
have always been working together. 


Cooperation Based on Regional Needs 
Definition of Regionalization 


The key to one trend now definitely emerging is in 
the word region. Regionalization as a technical term, 
is a short way of designating the organization or co- 
operation of comprehensive health services on a re- 
gional basis. Regionalization is not just another word 
for decentralization. As applied to health services to- 
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day, it means cooperation between all responsible 
agencies in ways that best meet the needs of each re- 
gion. Such cooperation is not only compatible with 
the most rugged kind of individualism but actually en- 
hances individual effort. 

One of the best ways of taking care of medical emer- 
gencies as well as the routines of daily medical care, is 
to get all local health agencies to work more smoothly 
together. Regionalization calls for the mobilization 
and development of all health resources in a particular 
region. Regionalization is the organization and co- 
ordination of all the health resources and services 
within a defined area, for the purposes of maintaining 
the highest possible level of medical care, and of adapt- 
ing a comprehensive health program to the character- 
istics and needs of the area. This way of being efficient 
and at the same time preserving local autonomy, cus- 
toms, and characteristics, fits the American scene. 


Slow Development 


One of the best, least radical, and least expensive 
ways of correcting the deficiencies in our present health 
services is to improve the organization of what we 
already have. 

This is neither a small nor a homogeneous country. 
To give it proper service in the health field requires 
highly organized staffs composed of personnel with 
long and costly training. It also calls for bold innova- 
tions to be launched after carefully designed experi- 
mentation has helped us to find out what really works 
best. In this respect the field of medical care is not 
different from the fields of transportation and com- 
munication which have had to face such new techniques 
as aviation, radio, and television. 

Although the principle of regional organization, 
which is to improve the quality, efficiency, and avail- 
ability of health services, has been widely discussed, 
its application has been slow and fragmentary. To 
date, even if we count the merest beginnings, there 
are scarcely more than a score of places throughout the 


country in which the principle of regional organiza- 
tion in health care has really been tackled, and only a 
handful in which the idea of close regionalization has 
been worked out to any substantial degree. In a num- 
ber of cities hospital councils have been developed for 
the purpose of meeting common needs for studies, 
planning, and auxiliary services. In many areas, in- 
formal arrangements have been made among several 
institutions for joint use of highly specialized services 
and skills. Although these efforts and arrangements 
are expressions of the need for a greater degree of co- 
operation among agencies than has characterized health 
services in the past, they do not, in general, approach 
the type of efficiently coordinated services which would 
characterize a well-organized region. 

The slowness with which this pattern of organized 
health services has been applied may be attributed to 
a number of retarding factors. 

The potential values of regional coordination of 
health resources and services to the patient, the com- 


munity, and to the various professional groups and 


agencies, are not understood sufficiently to receive gen- 
eral acceptance. There is some enthusiasm but no 
adequate comprehension of possibilities. 

There is wide variation, in approach and organiza- 
tion as well as in the services developed, among the sev- 
eral regional programs now in existence. Because of 
differences in the density and distribution of popula- 
tion, differences in needs, resources, and local attitudes, 
it does not seem likely that any single pattern of regional 
organization could be generally applied throughout 
the United States. What is required in each instance 
is the adaptation of general principles to the specific 
needs and resources of each region. 

The organization of health services on a regional 
basis is a complex adjustment, depending upon the close 
cooperation of a variety of health agencies and pro- 
fessional groups, each with a history of its own. There 
must be strong motivation for any agency to undertake 


the difficult task of building a structure of regional 


health services, which, at the present stage of develop- 
ment, involves the devising and putting into practice of 
new administrative and organizational methods. 
Many professional groups and agencies are dubious 
of the motives of those who actively sponsor changes 
in the organization of health services. This is partic- 


ularly true of the medical profession, which often is 


fearful of domination by government, the medical 


_ school, the hospital, or other community agencies. 


Some medical educators are reluctant to become in- 


_ volved in a system of regional organization, jeopardiz- 
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ing what they consider their primary obj ective—under- 


graduate teaching of good quality. Other medical edu- 
cators feel that their institutions have no responsibility 
for local services because their institution is national 
rather than local in scope. 

In a period of spiraling costs, hospitals are reluctant 
to give substantial support to any service not virtually 
demanded by circumstances or the public. So are 
many medical schools which otherwise might be sympa- 
thetic to the idea of regional organization. 

Sound principles of financing have not yet been estab- 
lished. In New York State, to a limited degree, the 
State Health Department has undertaken the support 
of regional organization, but methods of continuing 
public support have not yet been evolved. Thus far in 
the development of regional health services, practically 
all programs have been subsidized by a philanthropic 
agency or an agency of government. 


Plans in Operation 


The first major regional program was inaugurated 
in 1931 in New England, when the Bingham Associates 
Fund was established to remedy “the plight of the rural 
physician (who) from the time he was graduated * * * 
was cut off from the stimulating and developing con- 
tacts which his urban brother enjoyed, viz, progressive 
medical societies, hospitals, clinics, and medical school 
teaching.” 

This New England program which centers around 
Tufts College Medical School and the Pratt Diagnostic 
Hospital, in Boston, with secondary centers at Lewis- 
ton and Bangor, serves some 28 primary hospitals in 
Maine, and 4 hospitals in western Massachusetts. The 
chief offerings have been: (1) a complete diagnostic 
and surgical service in Boston for patients selected by 
physicians in surrounding areas; (2) consulting and 
review service in laboratory diagnosis, radiology, and 
electrocardiography, a medical library service by mail, 
and a resident training program in some of the larger 
hospitals; (3) postgraduate education through teach- 
ing clinics at several hospitals, and postgraduate 
courses at the medical center for physicians, 
nutritionists, and laboratory technicians. 

In this plan the medical school acts as a bridge to 
bring the highest quality of medical practice to the 
isolated individual practitioner. The benefits to a 
medical school from such an extramural responsibility 
are obvious. The medical school, in addition to train- 
ing students, becomes a reference center to support and 
strengthen the individual family physician. The stu- 
dent, after he is graduated, practices partly as an indi- 
vidual in his office, partly as a member in a group at 
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his community hospital, and partly as an affiliate of a 
reference center attached to the medical school. 

Other programs on a smaller scale are patterned 
after the New England program, as extensions of a 
medical school. These programs feature resident 
training and clinical teaching conferences in smaller 
hospitals, and postgraduate courses for physicians. 

A second major program covers a region of 11 
counties with a population of one million centering 
around Rochester, N. Y. The Council of Rochester 
Regional Hospitals serves an area with some 1,400 
physicians outside of Rochester itself. The council is 
an association of hospitals constituted by two repre- 
sentatives from each hospital, and one representative 
from each county. The council provides: (1) continu- 
ing education for all categories of medical personnel; 
(2) advisory service in clinical medicine and hospital 
administration; (3) joint hospital services on a re- 
gional basis and (4) uniform standards for practice. 
The Rochester Medical School is not a constituent, 
although its hospital is one of the several larger hospi- 
tals in Rochester which serve as the regional “base.” 

The continuing education includes placement of in- 
terns and residents in peripheral hospitals. This is 
supplemented by training institutes either in Rochester 
or elsewhere in the region, for various categories of 
health workers. The chief joint services are central 
purchasing and a regional blood bank. Another serv- 
ice offered is assistance in hospital design. Standard 
forms have been introduced to assure uniform account- 
ing and medical statistics. 

The member hospitals each contribute to the support 
of the council. Support for the educational functions 
is derived in part from the patients themselves through 
the Blue Cross, in part from private philanthropic 
sources, and in part from the State. 

The Virginia program began in 1945 with 4 scattered 
community hospitals, each having from 50 to 85 beds. 
The University of Virginia Medical School plays a 
prominent part in the program. At present, there are 
12 associate hospitals whose contributions provide half 
the total cost of the program, with the State providing 
the balance. 

A program in Mississippi and Louisiana was initi- 
ated by the Medical School of Tulane University. The 
Mississippi pattern was built around the practicing 
physician who received consultation help in connection 
with his practice and help in reestablishing his ties with 
a medical school. The Louisiana effort, centering 
around the elaborate hospital system of that State, en- 
deavored to build up closer relations between the staffs 
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of these hospitals and the medical school, with State 
support. 


Problems Tackled 


The reason some programs of regional organization 
are actually making headway is that they offer imme- 
diate help in solving certain urgent problems. Many 
thoughtful medical teachers and administrators have 
long been interested in extending the influence of the 
medical school to rural areas. Physicians have a ten- 
dency to settle in the cities. Pulling the large and 
small hospital into a circle, with a teaching hospital 
or medical school at the center, gives better regional 
coverage. Having interns work in peripheral hospitals 
gets them in touch with the problems of outlying 
districts. 

A second important problem which regionalization 
attempts to solve, is that of keeping the practicing 
physician up to date. Continuing postgraduate edu- 
cation is a major need for the medical practitioner of 
today. The regional arrangement makes it easier for 
physicians to take refresher courses. 


Nurses and 


other paramedical workers can also profit by having 
available ways of continuing their education after they 


get out in the field. 

To some extent regionalization meets a third need. 
It improves the quality of care without an exorbitant 
increase in cost. Joint use of blood banks, joint access 
to specialized laboratory services, joint ‘savings from 
centralized purchasing, all come under consideration 
here. Avoidance of needless duplication of service is 
an obvious method of improving the quality of medical 


care and at the same time keeping down the over-all — 


expense. 

Finally, much concern is expressed about the small 
amount of emphasis in health services which is put on 
prevention. 
prevention be everywhere put in the foreground. The 
coordination of hospitals and health departments 
through joint use of housing, personnel, equipment, 
and joint operation of common services has been offi- 
cially recommended by the American Hospital Asso- 


Modern medical thinking suggests that 


ciation and the American Public Health Association. _ 


But as yet, this remains one of the insufficiently ex- 
plored aspects of regionalization. 


could work more closely together. 


Much would be 
gained if health department and hospital personnel 


Cooperative ar-— 


rangements between hospital social workers and public 


health nurses, and the utilization of the public health 


nurse in providing continuity of care for discharged 
patients, are steps in this direction. Similarly, mem- 
bers of the visiting staff of hospitals may be utilized to 


conduct health department clinics. All such efforts 
would tend to strengthen prevention as an aspect of 
health service. 

As the awareness of these problems grows, and as the 
problems themselves press for a solution, thoughtful 
experimentation through regionalization plans is bound 
to come. In themselves the experiments thus far cover 
_ little territory and have not yet begun to make much 
of a dent on the Nation. What does count is that they 
represent a new approach to medical care, democratic 
in pattern, but better organized than the usual variety. 
and producing better results with no great increase of 
cost. As the results get to be known other communities 
will copy the general plan with improvements of their 
own. 


The Small Hospital 


An important national health problem is how to raise 
the quality of service provided by the small hospital 
in this country. Half our general hospitals possess 
fewer than 50 beds each. Although it is recognized 
that equipment alone can never make a hospital and 
that the worth of a hospital is measured by the worth 
of the men who run it, yet the small hospital often lacks 
certain essential facilities. No small hospital can main- 
tain the more elaborate apparatus found in large hos- 
pitals. Here is where the large hospital can help the 
small one. Nearly all hospitals of more than 250 beds 
have X-ray diagnostic services, whereas about one- 
fourth of the smaller hospitals have no such service. 
Similarly, 63 percent of the hospitals with fewer than 
50 beds have a clinical laboratory, as compared to 
98.5 percent of the hospitals with more than 250 beds. 
For metabolism apparatus, electrocardiograph ma- 
chines, and blood banks, the figures pertaining to larger 
hospitals are 95, 93, and 83 percent, and in comparison 
59, 40, and 6 percent of the smaller hospitals respec- 
tively have these three items. The small hospitals 
cannot afford to provide many of the elaborate medical 
services required in modern practice. The young 
physician, trained to utilize such services, often finds 
them unavailable in his practice, especially if he works 
in rural areas. 

A significant step toward better regional organiza- 
tion of medical care is to arrange for the rural practi- 
tioner to have a hospital connection, and make it pos- 
sible for the smaller hospital to call upon the larger one 
for special service and equipment. More and more of 


this is being done. It would be even better to distrib- 


ute and integrate hospital facilities and services over a’ 


given region in such a manner that the net effect is that 


of a single coordinated and balanced institution serv- 
ing the entire region. Although certain divisions of 
this “single institution” might be 25, 100, or even 200 
miles apart, their functional relationship would be the 
same as if they were under one roof. Specialized skills 
and facilities would be brought to the patient, or the 
patient would be taken to the place where such skills 
and facilities were located, with such ease and speed 
that the same uniformly high quality of service would 
be available to everyone. 

The same concept of total resources of highest quality 
being available to all inhabitants of the region could 
be applied to all other health services as well. 


Organizational Interest 


Major health organizations such as the American 
Medical Association and the Public Health Service have 
shown interest in regional organization. Each has 
prepared detailed, well-thought-out and helpful maps 
dividing the entire nation into hospital or medical 
service regions. 

An amendment to the Hospital Survey and Construc- 
tion (Hill-Burton) Act in 1949 authorized $1.2 million 
for studies and demonstrations for the development, 
utilization and coordination of hospital services, facili- 
ties and resources. However, the actual appropriation 
of this money has not yet been made. This is a top 
priority if better organization of service is to receive 
more adequate attention. 

The Hill-Burton hospital program established a pat- 
tern on paper for regionalization which, likewise, has 
not been implemented. The plan provides that each 
region contain two or more general hospital service 
areas. Such areas resemble the trading area of the 
town in which the hospital is located. The plan also 
provides for three levels of general hospital areas— 
base, intermediate and rural. The base area with a 
population of not less than 100,000 must contain a 
general hospital and where feasible a medical school. 
At least two if not all the specialties should be provided 
by the base hospital for the coordinated hospital system 
of the region. 

The intermediate area with a population of not less 
than 25,000 should have at least 1 general hospital of 
100 or more beds for use as a district hospital in the 
coordinated hospital system. The rural hospital service 
area would contain the rest of the hospitals in the region 
serving functions other than those of the base or 
intermediate hospitals. Regionalization permits estab- 
lishment of a continuing two-way flow between the base 
hospital and its affiliates, including exchange of in- 
terns and residents, as well as continuing education 
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through clinical conferences at the peripheral hospitals 
or through training courses provided at the base or 
district hospitals. 

One of several district hospitals could establish diag- 
nostic services staffed by specialists which each indi- 
vidual hospital might not be able to afford. Coordina- 
tion of services could be provided not only for clinical 
but for such nonclinical services as pharmacy, medical 
records, central purchasing, dietetics, and blood banks. 

Much careful investigation and experimentation is 
necessary before regionalization can be expanded 
throughout the country. So far, only two States have 
even surveyed their service regionalization require- 
ments—Michigan and North Carolina. The Public 
Health Service published its plan in 1950 for “Coordi- 
nation of Public Health Areas and Hospital Facilities” 
by individual States. These plans were developed only 
to outline the quantitative problem involved in a 
nation-wide scheme. One hundred and four base areas 
are designated to serve as primary regions with some- 
thing like 274 intermediate or district regions. The 
American Medical Association is about to publish its 
5-year study of physician needs by medical service 
areas. This study indicates 88 primary centers, each of 
which should possess the medical personnel and facili- 
ties necessary to offer every type of treatment. These 
centers would serve 757 medical district areas. 

It is evident that regionalization requires two kinds 
of financing. The first need is a boost in introducing 
the required coordinated diagnostic and training 
facilities at the intermediate and rural levels until such 
time as these have proven their value to the local com- 
munity, and are replaced by local assumption of con- 
tinued support. Second, additional funds are required 
if base and district hospitals are to extend their 
responsibility extramurally. 


Size of Region 


Only general rules can be laid down concerning the 
size of a health region. The national scene is changing 
so rapidly, as new methods of transportation and com- 
munication are introduced and as vast regions in the 
West and Southwest are built up, that definite limits of 
size in terms of miles or thousands of persons would be 
unwarranted. The fundamental requirements as to 
size appear to be: (1) Each region should be large 
enough to include (or warrant the inclusion of) such an 
amount and variety of resources for health services 
that, when they are properly integrated, the region will 
be self-sufficient for most purposes; (2) Each region 
should be small enough to make the administrative 
center or any other unique feature accessible to all 
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parts of the region. Regional populations might vary 
from one-half million to ten million, and distances 
from center to periphery might vary from 25 to 250 or 
more miles. 

The scope of a regional organization is determined 
by the definition of health services. All the various 
categories of health personnel should be included, the 
physician, dentist, nurse, psychologist, medical social 
worker, pharmacist, health officer, sanitarian, hospital 
trustee, administrator, and others. All health agencies, 
public and private, should figure in the region, and all 
health functions—service, education, and _ research, 
should have a place. 

In respect to medical care, regional organization 
should extend to the individual practitioner and his 
work. Most programs, and plans too, have ended with 
hospital practice because it is difficult to reach beyond 
it. However, in view of the fact that the bulk of med- 
ical service is given in the home and office, it is readily 
apparent that regional programs should attempt to deal 
in a helpful way with the related problems of group 
practice, general physicians and specialists. ‘The Lou- 
isiana and Mississippi experience indicates that ex- 
tension of educational and advisory services to home 
and office practice is feasible. 

The sharp test of reality needs to be applied at all 
points in the development of regional organizations, 
and the pitfalls of overorganization and slavish adher- 
ence to plan should be avoided. As noted previously, 
a region should be self-sufficient for most purposes, 
but not necessarily for all purposes. For example, a 
region need not include a school of public health if it 
needs only a few new health officers each year. 


Flexibility and Scope 


Since health services are sure to change from time to 
time, programs should be flexible, and capable of rel- 
atively easy modification to meet changing needs and 
circumstances. 

A somewhat different aspect of changing conditions 
in health services is the rise and fall of various habits, 
institutions, and forms of practice. It would be a seri- 
ous mistake to stake the future of regional organiza- 
tion on hospitals as we know them today, or on home- 
care programs, or exclusively on general physicians or 
on some particular type of medical or hospital insur- 
ance. The principles of regional organization should 
be expressed in general terms. 

The following seem to be the fundamentals of a com- 
prehensive program for a regional organization, as it is 
understood at this time. 


A properly organized region should afford oppor- 
tunities for postgraduate or continued education for all 
persons in the health services. Accessibility and ade- 
quacy of this education should be judged by usage and 
results. In addition, the regional organization should 
participate actively in planning a system of undergrad- 
uate education, through institutions both within and 
outside of the region, that would provide it with an 
adequate supply of health workers. These should in- 
clude physicians, dentists, nurses, hospital administra- 
tors, medical record librarians, dietitians, health offi- 
cers, medical social workers, and all other professional 
health workers. 

Advisory services to those small institutions and 
agencies which cannot attract and support the full range 
of specialists, is an essential feature of regional organ- 
ization. Where a given problem is recurrent or com- 
mon to a number of persons or institutions, it may be 
handled on a group basis. 

A regional organization is in a good position to learn 
the distribution and types of professional personnel, 
institutions and agencies needed for adequate health 
services, and planning should be an important part of 
its program. Many examples come to mind, such as 
the number ,and distribution of hospital beds, labora- 
tory facilities, and public health nurses. 

Activities such as blood bank operations and hospi- 
tal supplies purchasing service, are often best con- 
ducted on a joint or central basis. This may also 
apply to a regional main laboratory. The nature and 
feasibility of such joint services would be expected 
to vary from one region to another. 

A useful service that can be rendered by a regional 
organization is the continuous appraisal of the value 
and efficiency of the services rendered by its members. 
The development of uniform methods of reporting 
financial data, nursing-hours per patient per day, and 
professional activities on a comparable basis, provide 
a firm foundation for appraisal of individual hospitals 
within the region, and hospital service among the re- 
gions. Similar methods of appraisal are available for 
health department activities, and new methods should 
be developed for extramural medical practice and other 
health services. 

A regional organization would not attempt to dupli- 
cate research that could be carried on better or equally 
well by existing institutions. But the flow of special- 
ists and patients back and forth from urban to rural 
areas is one example of the sort of phenomenon that is 
well suited to investigation by a regional organization. 
Splendid opportunities are also afforded to study the 
relationships between in-hospital and out-of-hospital 





practice, or between what the physician is educated to 
do and what he really does, or between type of organ- 
ization or method of remuneration of physicians and 
the use of certain diagnostic and therapeutic proce- 
dures. 

An example in point is a recent study of the compara- 
tive incidence of appendectomies among 23 different 
hospital service areas within a single region. There 
was a great variation in incidence per 1,000 popula- 
tion among the areas, with substantial numbers of 
apparently unnecessary operations done in several 
areas. It was possible to relate the incidence of appen- 
dectomies in a given area to the medical staff of the 
hospital or hospitals serving that area. Loose medical 
staff organization may permit physicians to operate 
without satisfying either a chief of surgical service, 
or the pathological laboratory, that the preoperative 
diagnosis was proper and that the operations were 
necessary. Regional organization offers a unique op- 
portunity to learn the truth about matters which other- 
wise must be accepted on faith, and to stimulate correc- 
tive action. 

In attempting to appraise objectively the quality of 
medical care, it is apparent that in many cases what 
is done—or not done—outside the hospital is crucial. 
It is often beyond the power of modification by the 
hospital. An example is late diagnosis of a type of 
cancer that usually responds favorably to treatment in 
its early stages. The importance of good home and 
office care is seen also in many other serious diseases, 
such as diabetes, pernicious anemia, and heart disease. 
Whether treatment of such diseases is adequate cannot 
be properly judged from the complications or terminal 
events which are handled in the hospitals. Study of 
the medical care given outside the hospital would also 
seem to be within the province of the regional 
organization. 

Under the general heading of research and demon- 
strations would be included experimentation with new 
forms of health services, such as home care programs, 
group medical practice of various types, and rehabili- 
tation centers. 

Education of the public has not been featured in any 
existing or proposed regional programs. It cannot be 
omitted, however, in any comprehensive plan for health 
services. Like professional education, it may best 
be carried out through such existing agencies as hos- 
pitals, medical societies, insurance companies, official 
and unofficial health agencies. 

It seems desirable to reiterate at this point that the 
regional organization program in all its basic elements 
should not cease with the hospital, but should extend 
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on through to the physician in home and office practice. 
The dentist should also be included, and the pharmacist 
and nurse as well. Physician, dentist, pharmacist and 
nurse have abundant contacts with the public and can 
do much to help educate the public in matters of health. 


Financial Support 


Various possible sources of financial support for 
regional organizations are gifts and endowments; earn- 
ings, savings and insurance; membership dues; medi- 
cal school budgets; grants from voluntary agencies; and 
governmental support. Gifts and endowments have 
been the chief support of the New England and 
Rochester programs, but this is not a source that can be 
depended upon for extended periods or for national 
coverage. 

Earnings from tuition payments by physicians and 
hospitals for such items as postgraduate courses, and 
teaching clinics, have been used by the University of 
Colorado, Medical College of Virginia, and other pro- 
grams, to defray a large part of the cost of these par- 
ticular educational activities. Mest intern and resident 
rotation programs can be self-supporting, especially if 
administrative costs are not counted. But viewing the 
whole matter broadly, income from sale of services is 
not a satisfactory method of supporting major activi- 
ties. The income is too uncertain and too subject to 
fluctuation. It should be remembered that the pro- 
gram is set up to benefit the patient and community, 
rather than the individual or agency providing care. 
The activities should not be restricted merely to items 
that show an adequate financial return. 

Support by a part of the savings realized by joint 
purchasing of supplies, liability insurance coverage, 
or other insurance, is subject only to the criticism that 
the program may tend in that case to concentrate on 
these activities. The Rochester program, for example, 
receives sizeable sums from Community Chest and from 
Blue Cross. The chief objection to receiving all or a 
majority of support from Blue Cross is that the 
regional organization might be too responsive to the 
wishes of that particular organization. If a medical 
school participates extensively in a regional plan, this 
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school will directly or indirectly bear part of the cost. 

At the present time it does not seem likely that 
regional organizations could conduct comprehensive 
programs without some financial aid from the Govern- 
ment. If the regional organization is autonomous, if it 
is democratic in operation and a membership group, 
and if it has some outside income so that it is not wholly 
dependent on a Government grant, the danger of Gov- 
ernment control would be minimized. Further, Gov: 
ernment grants should be accepted only under condi- 
tions not more restrictive than agreement to comply 
with certain broad principles and to account for the 
money spent. 

Financial support from multiple sources seems to be 
the most feasible pattern for the future, with distribu- 
tion varying a great deal but perhaps somewhat along 
the following lines: membership dues, 10 to 25 percent; 
tuition income, 5 to 10 percent; savings on joint serv- 
ices, 10 to 20 percent; Community Chest, Blue Cross, 
etc., 20 to 30 percent; local and State grants, 0 to 25 
percent; Federal grants or health insurance subsidies, 
25 to 75 percent. 

Except for certain remote areas, the frontier days 
of medicine in this country are over. Physicians no 
longer have to operate by lamplight on .the kitchen 
table. Emergency aid we shall always have with us, 
but good medical care requires more than the bare 
hands and the unaided presence of a single physician. 
Innumerable lives are being saved by bringing into 
play a complicated network of medical service in which 
the public health department, the many varieties of 
hospitals, the medical schools and schools of hygiene, 
and the physician, nurse, specialist, and many others 
all play a part. 


Commission Recommendation 
THAT: 


Federal funds be made available to State and local 
health agencies (hospitals, health departments, medi- 
cal schools, or other appropriate bodies) for the pur- 
pose of encouraging demonstrations on a pilot basis 
of the better organization of health services through 
regional coordination. 


FINANCING PERSONAL HEALTH SERVICES 


What We Are Paying 


The Nation’s total expenditures for civilian health 
services in 1951 were estimated at nearly $14. billion, 
a large increase over the $4 billion of 1929. Expressed 
in uniform dollars, the increase was nearly 130 percent. 
Health expenditures per capita rose from $32 to $89 
or, in terms of constant dollars, nearly doubled. 

Two-thirds of the health bill is paid directly by 
consumers. Almost one-fourth is paid by Federal, 
State, and local governments for public health services, 
hospital construction, and other programs, but not in- 
cluding the military. The balance largely represents 
private hospital construction, industrial health pro- 
grams and philanthropic activities. 

The percent of family income devoted to medical care 
has risen slightly. Nation-wide surveys, conducted in 
1929 and 1935-36 found that on the average, families 
spent 4.0 percent of their income for medical care. 
Total consumer expenditures for medical care, relative 
In 1929, 
3.6 percent of disposable personal income was spent 
for medical care; in 1937, 3.8 percent and in 1951, 4.0 
percent. Out of each $100 spent on health in 1951, the 
average consumer paid $28 to physicians and surgeons, 
$24. to hospitals, nearly $18 for drugs and $11 to den- 
tists. Of the remaining $19, $6 went for eyeglasses, 
crutches or other appliances, $7 for net payments for 
insurance, and about $7 for nursing and miscellaneous 
items. 

The average consumer health expenditure was about 
$59 in 1951, roughly $200 a family. The average 
is misleading because health expenditures vary widely 
not only because of the uneven incidence of illness but 
also in proportion to family income. A survey by the 
Bureau of Labor Statistics, made in 1941 when both 
medical costs and incomes were appreciably lower than 
today, showed that families in the lowest income group 
(less than $500 a year) spent an average of only $27 
a year for health, while those in the $3,000—$5,000 
group spent $152—more than five times as much. 
Even so, the proportion of income spent for medical 
care was more than twice as great in the lowest income 


to disposable income, show a similar pattern. 


group (9.3 percent) as in the highest (4.1 percent). 
Yet it is the low-income group, often suffering from 
deficiencies in diet and housing and exposed to an un- 
healthy environment, that has the greatest need for 
health services. 

Despite the rapid growth of hospital and health plans 
in the past 15 years to a point where more than half 
the population has some form of protection, coverage 
is very incomplete. 

The hit-or-miss character of the coverage of wage- 
earners was underlined in a survey made recently by 
the Henry Street Settlement, New York City. Inter- 
viewers talked with 553 families in two blocks, ex- 
cluding families receiving public assistance and those 
with incomes of more than $6,000. Although 48 per- 
cent of these families had some kind of protection, less 
than 2 percent were adequately covered. These families 
were among the 3 percent enrolled in the Health Insur- 
ance Plan of Greater New York—jointly financed by 
employers and employees-—but less than half of the em- 
ployees had obtained full family coverage. Sixteen 
percent of all the families had Blue Cross hospital in- 
surance, 10 percent belonged to an employer’s health 
plan, 9 percent to union plans, 6 percent had sick bene- 
fits in a fraternal organization, 3 percent were en- 
rolled in the Blue Shield plan for medical indemnity 
and 2 percent had commercial health insurance. 

Of the 553 families, 13 percent had incomes of less 
than $2,000, 76 percent were in the $2,000—$4,000 
bracket and 11 percent were in the $4,000—$6,000 class. 
Three-fourths of the families with incomes of more than 
$5,000 had coverage but in the $2,000-$3,000 group 
only two-fifths had any measure of protection. A num- 
ber of families said they had given up health plans 
because they could not afford the premiums. 

One-third of the families reported that they had paid 
medical bills of $100 to $400 a year beyond the costs 
of their insurance. Some had paid more than $600. 
Very few families knew exactly what they were en- 
titled to under the various plans. The common desire 
was put this way: “What we need is a doctor when we 
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are sick.” Only the Health Insurance Plan covered 
the services of a doctor in nonhospitalized illness. 

The incomes of the Henry Street families were some- 
what below the national average, but the gap is not 
so wide as might be thought. For the Nation as a 
whole, nearly 30 percent of the families had incomes 
of less than $2,000 in 1951, about 45 percent less than 
$3,000 and 65 percent less than $4,000. 

It is often pointed out that families with ineomes of 
less than $4,000 find money for tobacco, liquor, tele- 
vision, and automobiles. This is undeniably true. Yet 
it does not necessarily follow that these families could 
buy complete medical and dental care of good quality, 
let alone meet extraordinary medical expense. For one 
thing, a large proportion of the low-income families has 
not been able to purchase an automobile, a television 
set, or decent housing. A second factor is that human 
beings tend to choose the certain and immediate pleas- 
ure offered by a car or television instead of laying 
aside money against the uncertain and wishfully distant 
expense of medical care. Regular visits to the doctor 
and dentist, which might help to avoid heavy expense 
later, are themselves avoided because they require cash 
that is rarely on hand. These habits may be deplored— 
but they exist and must be reckoned with. A third 
factor is the lack of arrangements in most parts of the 
country for the purchase of comprehensive health serv- 
ices on a periodic prepayment basis. 

One indication of difficulty in meeting the costs of 
medical care is that an estimated 10 million families 
had medical debts totaling about $1 billion at the end 
of 1951, an average of $105 each. Reports from the 
three largest small loan companies over a period span- 
ning 1948-50 showed that more than one-fifth of all 
their loans were for medical, dental, and hospital 
bills—the most common purpose for borrowing. 
About half of the borrowers had incomes of less than 
$3,000. The effective interest rate on these loans is 
30 to 36 percent a year. 

There is no general agreement on exactly what con- 
stitutes complete and insurable medical care. By 
almost any standard, however, only a small fraction 
of the population is protected by prepayment for com- 
prehensive health service, the formula that is best de- 
signed to cope with the financial and psychological 
obstacles to a sound program for family health. 


What Can We Afford? 


Turning from the capacity of the individual family 
to the capacity of the Nation, how much health care 
can the United States afford? How much more than 
the present $14 billion can we spend? 
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From one standpoint, the expense. of an adequate 
health program is no extra expense at all but simply 
a matter of bookkeeping. Either we pay to preserve 
health or we pay to repair it. The choice is the same 
as with maintenance of a house: either the owner pays 
to keep a good roof between the elements and the occu- 
pants, or he pays for the damages when the roof begins 
to leak. By this reasoning, we could afford an ade- 
quate health program even if there were no further 
increase in the national income and in per capita 
income. 

But the steady growth of national and individual 
income is obviously favorable to expansion of health 
services. In terms of 1939 dollars, the national income 
rose from $72 billion in 1929 to $141 billion in 1951 
(or $278 billion in current dollars). The average 
per capital income (in constant dollars) climbed in 
the same period from $550 to $850. 

Further increases are ahead, in the opinion of Leon 
H. Keyserling, chairman of the President’s Council of 
Economic Advisers. Mr. Keyserling estimates that the 
expansion of our productive capacity will require an 
$11 billion increase in consumption of goods and serv- 

ices by 1954 and a level about $100 billion higher by 
1962. He points out that additional demand for food, 
clothing, automobiles, and similar items is limited and 
that the greatest part of the increase in consumption 
will derive from new products and expansion of sery- 
ice industries. Much of the added purchasing power 
would therefore be available to improve the physical 
well-being of the population through better health 
services and better housing. 


Current Health Plans 


By far the most popular medical insurance in the 
United States is hospital insurance, which at the 
end of 1951 covered more than 85 million persons. 
Of these, 42 million were in insurance company plans 
for groups and individuals, more than 38 million 
were Blue Cross members and 5 million were distribu- 
ted among other plans. 

More than 38 million people had insurance for some 
surgical fees. Close to 29 million had commercial 
policies and about 9 million were enrolled in the Blue 
Shield plans. Another 24 million persons had a com- 
bination of limited medical and surgical insurance. 
About 12 million each were covered by Blue Shield 
and by the insurance companies. 

Only 3,600,000 persons had coverage for compre- 
hensive medical service, the vast majority of them in 
plans organized by independent groups of consumers, 
industry and labor groups. 


Commercial Insurance 


About 500 private insurance companies sell poli- 
cies that partly indemnify the policyholder for the cost 
of hospital room and board, other hospital expenses, 
surgical treatment, and physicians’ services in the hos- 
pital, office, or home. They sometimes also offer in- 
demnities for diagnostic laboratory and X-ray services 
outside of the hospital. 
the cost of special nurses. 

Most policies pay specified cash amounts for various 
services, or the actual expense of treatment up to a 
certain limit. Many companies are now offering 75 
to 80 percent reimbursement for all medical care, up 
to a maximum of $5,000 or more, in excess of a de- 
ductible minimum, which may be any sum from $25 to 
$300. This is similar to the principle used in auto- 
mobile collision insurance. 


Some contracts cover part of 


Commercial insurance for hospitalization began 
almost 50 years ago with a provision in disability pol- 
icies for increasing the weekly benefit 50 percent dur- 
ing hospitalization. The program expanded rapidly 
in the 1940’s, increasing about ten fold during the 
decade. 


Blue Cross 


Best known of all hospital insurance plans, Blue 
Cross covers one-fourth of the population and operates 
in every State except Nevada. The first plan was 
started by a group of school teachers in 1929. Other 
plans followed and grew slowly to include 600,000 
persons by 1937. In the last 15 years Blue Cross 
membership has risen rapidly to pass the 38 million 
mark. The initial 21-day period of indemnified hos: 
pital care has been successively lengthened by various 
Blue Cross plans to 30 days, 70 days, 90 days, and 
even 120 days in some areas. Plans for long-term care 
are being considered, although a 4-month maximum 
period would cover about 99 percent of all cases. Most 
Blue Cross plans provide service benefits. 


Blue Shield 


The Blue Shield plans for medical and surgical care 
are sponsored or approved by medical societies. They 
cover most services by physicians and surgeons with 
these principal exceptions: minor surgery, periodic 
health examinations, certain home and office services, 
and diagnostic services while the patient is outside 
a hospital. 

The organization pays participating physicians 
specified fees for their services. When the patient is 
- from a family with more than some specified income, 


e. g., $3,000, the physician is. usually permitted to 
charge an additional fee to the patient—beyond what 
he receives from Blue Shield. 

Blue Shield has been notably popular in Massachu- 
setts where 30 percent of the population is enrolled. 


Industrial Plans 


Organized labor has been a strong advocate of na- 
tional health insurance. Unable to get it, the unions 
have turned to health plans achieved through collective 
bargaining. About 10 million workers are now cov- 
ered under collective bargaining agreements, primarily 
by commercial insurance or medical society plans. 
Several million more participate in plans established 
by employers without any negotiations. 
have smaller benefits. 


These usually 


From labor’s viewpoint there are several weaknesses 
in most of the industrial plans. A fundamental defect 
is that the prevailing pattern is cash indemnity for the 
physician’s services. What the workers want is service, 
not cash, which loses value during an inflationary 
period. For example, one union finally got a 20 per- 
cent raise in hospital indemnity benefits from the em- 
ployer. The next day the hospital notified the union 
that its rates were being increased 20 percent. When 
another union succeeded in boosting surgical indemnity 
from $150 to $300, the members found they were still 
paying the same extra charges to physicians. 

The labor people contend also that per capita costs 
are higher in these industrial plans than in many con- 
sumer-sponsored plans, that administrative costs are 
high, that medical care is generally limited to hospital 
cases, that preventive medicine is ignored, and that even 
for insured items the indemnities rarely cover more 
than 40 to 60 percent of the bill. These criticisms do 
not of course apply to the industrial comprehensive 
plans which return, on the average, 92 cents of every 
premium dollar in benefits. 


Comprehensive Coverage 


To meet the demand for comprehensive service by 
physicians and surgeons, independent health plans have 
been established in more than 200 communities, serving 
some 314 million people. Nearly half are covered by 
industrial plans, about 20 percent are in medical so- 
ciety plans and another 20 percent in community-wide 
or private group clinic plans. Less than 10 percent 
of the persons with comprehensive coverage are in 
plans that are consumer-controlled. 

An obstacle to comprehensive coverage in most med- 
ical plans is that costs cannot be accurately predicted— 
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no actuary can determine with any exactness how much 
personal service a physician will choose to give on a 
fee-for-service basis, nor how much laboratory service 
he may require. Most independent plans solve this 
dilemma by employing their own group of general 
physicians, surgeons and specialists and paying them 
according to the number of patients, not for specific 
services. The Health Insurance Plan of Greater New 
York which operates on a group practice and capitation 
system attempted to estimate in advance the demand 
which would be made for physicians’ services. After 
several years’ experience, the estimate of utilization of 
physicians’ services has been revised downward. 

The Health Insurance Plan of Greater New York is 
an example of the successful use of group practice for 
comprehensive coverage. This plan has contracted 
with about 1,000 physicians and specialists in 30 groups 
throughout the city to care for more than 360,000 in- 
sured members. The cost is $34.56 a year for one 
person, $69.12 for two and $103.68 for three or more 
for families whose annual income is $6,500 or less. 
In families with annual incomes above $6,500, the 
premiums are 50 percent higher. Insurance for hos- 
pitalization must be maintained in addition by all 
Health Insurance Plan members. For these amounts, 
an individual or a family gets virtually unlimited 
medical and surgical care: periodic physical checkups 
and other preventive services, unlimited visits in home, 
office or hospital; any kind of surgery, psychiatric 
counseling and other services. Excluded is service 
to persons who are institutionalized for tuberculosis 
or mental disease. 

In the experience of the Health Insurance Plan 
only 10 percent of professional services is given in 
hospitals; 78 percent in doctors’ offices, and the re- 
maining 12 percent in homes. Over half the services 
are by general physicians. 

Because membership is restricted to employed groups 
(employers must pay half the cost), the plan is pro- 
tected against too many poor risks. There is no wait- 
ing period for pregnancy or for pre-existing illness. 
Members never get bills for medical care, although the 
plan reserves the right to charge $2 for home visits be- 
tween 10 p. m. and 7 a. m. : 

A comprehensive prepayment plan with group prac- 
tice cannot be established without capital. Office space 
and equipment are needed. Salaries must be paid out 
of initial funds before there is any substantial revenue 
from membership. Where does the money come 
from? 

In New York, the Health Insurance Plan was estab- 
lished with substantial loans from foundations which 
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are now being repaid. The sources of foundation 
financing are limited. To encourage the spread of 
comprehensive health insurance through group prac- 
tice, prepayment plans are needed. 


National Health Insurance 


Even the best voluntary insurance plan has weak- 
nesses. One weakness is that rates cannot be scaled to 
fit the consumer’s ability to pay. The $4,500-a-year 
family may well be able to pay $85 or $100 a year 
for comprehensive medical care. The $2,500 family 
cannot and the $1,500 family is still further removed 
from adequate medical care. The flat rate of the 
voluntary plan thus excludes many of the families who 
most need protection. 

Another weakness in voluntary insurance is that it 
tends to leave out many families who are well and 
enjoy fairly good incomes. These people can com- 
fortably bear all but extraordinary medical expense. 
From the actuarial standpoint, their absence means 
higher rates for the families who do participate. 

The proposal for national health insurance is de- 
signed to remedy these defects and provide coverage 
that would meet almost 80 percent of all private expendi- 
tures for medical care. The program would embrace 
all services of physicians and surgeons, hospitals, 
dentists, nurses and laboratories, and about one-third 
of the cost of drugs and appliances. 

These services would be paid for by a 3-percent tax 
on earnings up to a ceiling of $6,000. Like the ex- 
isting old-age and survivors insurance tax, it would be 
divided between employers and employees. This tax 
would not yield the amount required for comprehen- 
sive coverage of the wage-earning population with 
gradually expanding services. To make up the deficit 
in servicing low-income families, the Federal Govern- 
ment would make grants ranging perhaps from one-half 
of 1 percent to 114 percent of covered earnings. 

The program would be administered through the 
States. It would cover about 85 percent of the entire 
population, including families with the lowest wages 
and all other workers except those unemployed for 
about 2 years. All qualified practitioners and facili- 
ties would be eligible to participate. 

Service benefits from compulsory national insurance 
would exceed those of even the comprehensive volun- 
tary plans, and costs would be tailored to fit the family 
purse. The $2,000 family and the $6,000 family pay 
the same flat rate in a voluntary plan. Under national 
insurance, the $2,000 family would pay only one-third 
as much as the $6,000 family. 


Those who advocate compulsory insurance point out 
that existing private prepayment plans are severely 
limited in the scope of their benefits and in their cov- 
erage of the population. To broaden the benefits would 
require higher premiums, thus reducing the number of 
people who could be enrolled. An alternative to higher 
premiums would be government subsidies of some bil- 
fions of dollars so the private plans could give com- 
prehensive service to low-income groups. 

National health insurance would mean a growing de- 
mand for physicians, who are already in short supply. 
The insurance fund proposed would allot 1 percent 
of the funds to medical education, thus strengthening 
the medical schools by some $50 million a year. An 
equal sum would be devoted to research. 


Advantages of Prepayment 


The most obvious advantage of prepaid medical care 
is that people like it and want more of it. There is 
abundant evidence that health is frequently neglected 
in families that could well afford to pay physicians 
under the traditional fee-for-service system. On the 
other hand, prepayment plans have been the medical 
success story of the past 15 years. 

Given a reasonably good plan and enough income to 
cover the premiums, the average citizen signs up. For 
example, the Studebaker Corporation offered its 20,000 
employees insurance costing about $2 a week for the 
individual, with the company paying 60 percent and the 
worker having the option of including his family at a 
small additional charge. The company reports that 
99.4 percent of the employees joined the plan. 

Comprehensive benefits are most practicable in a 
prepayment plan when physicians and specialists are 
engaged in group practice and the group is paid a per 
capita amount per enrollee. This arrangement provides 
an incentive for preventive medicine and thorough care. 
Since the physicians are paid per person instead of for 
each service, the medical staff stands to gain more from 
maintaining health in a large group than from concen- 
trated attention to the ills of a smaller group. 

The patient also gains materially from group prac- 
tice. Physicians and specialists who are in daily con- 
sultation improve their skills and knowledge faster than 
do practitioners who have less contact with their col- 
leagues. The availability of specialists at a health cen- 
ter makes for prompt and more dependable diagnosis 


and treatment. 

Financially, the prepayment plan eliminates the 
wasteful practice of shopping around for a specialist, 
instead of relying upon the general practitioner for a 


recommendation. The group practice system combined 
with prepayment also makes fee-splitting impossible. 
Patients usually regard fee-splitting as nothing worse 
than a burden on their pocketbook. It is more serious. 
The most able surgeons and other specialists do not 
need to hand a family physician one-fourth, one-third, 
or one-half of their fees in order to get enough patients 
referred to them. It is the less competent specialist 
who uses this device to build up his practice. The 
family physician whose patient requires surgery may 
have the choice of sending him to Dr. A, the best man 
in the community, and receiving nothing—or sending 
him to Dr. B, a second-rater, who may be counted upon 
to mail the referring physician a substantial check. 
The choice is all the more difficult because the surgeon’s 
hourly earnings may be 10 or 20 times greater than the 
family physician’s. 

Many State and local medical societies are still hostile 
to group practice, although the American Medical Asso- 
ciation’s House of Delegates adopted in 1949 a set of 
20 principles as a guide in approving group practice 
plans. However, thus far not many plans have been 
officially approved. 

Observers of prepayment plan experience suggest 
that the goals in further development of this program 
should be: — 

1. Comprehensive benefits, including the cost of pro- 
longed or chronic illness (except tuberculosis or men- 
tal disease) . 

2. Enrollment of the entire employed population and 
all others who can pay the premiums. 

3. Expansion of preventive and diagnostic services. 

4. Consumer representation at the policy-making 
level. 

Those suggestions do not, of course, answer the great 
dilemma in voluntary insurance—how to make com- 
prehensive benefits available to the low-income group 
in a flat-rate premium system. 


Summary 


Some of the things wrong with the financing of 
health are that: 

(1) The money going into medicine is inadequate. 
In relation to income, in relation to outlays on non- 
essential items, and relative to the savings made pos- 
sible by improved health, spending is inadequate. 

(2) The pattern of medical spending is unsatisfac- 
tory. Far less than necessary is spent for preventive 
care, and expenditures for drugs are high relative to 
expenditures for other medical care. As regards the 
pattern of government and organization spending, the 
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distribution of funds among various categories of 
health services is far from ideal. Programs which 
have wide popular appeal are sometimes emphasized 
to the exclusion of programs where there is greater 
need, 

(3) The system of payment for medical services is 
deficient and hence is in part responsible for the in- 
adequate resources devoted to medicine. 

(4) Real resources are inadequate, particularly per- 
sonnel and facilities. 

(5) Voluntary insurance has solved some problems 
but not all. In enrollment the gains have been im- 
pressive; in extension of services covered, less so. The 
claims of the adherents of national health insurance 
rest on the proposed greater coverage of people and 
services, and payment according to ability. 

(6) The price of medical care is very high, although 
the cost of medical care has risen less rapidly than the 
cost of all goods and services. There is some evidence 
that the official price indexes underestimate the rise 
of medical prices. 

Social philosophy influences the position taken on 
methods of financing personal health services: the 


part to be played by the individual and by the Gov- ° 


ernment; the wastes involved in abandonment of the 
discipline of the market; the question of consumers’ 
choice against public influence of spending patterns; 
the desirability of adjusting services to need rather 
than ability to pay—these and similar issues are raised. 

Among the broad economic issues there is first of 
all that of resources and medical outlay. The pro- 
portion of all outlay going into medical care changes 
little from one prosperity peak to another but in- 
creased in the depression. Government’s contribution 
has risen much more than that of the private economy. 

Especially relevant is the future national output. 
On the basis of past trends, there will be a $100 billion 
annual addition to the national product within 10 years. 
Of this amount, health services might be expected to 
obtain more than its current 4 percent of the Nation’s 
product. How much would actually be obtained would 
depend on other demands on the economy (e. g., mili- 
tary, housing), the response of health resources to 
additional demand, the method of payment, and 
pricing, 

Insurance tends to increase the funds going into 
health services because many families who are not able 
to pay any part, or only a small part, of the costs of 
a serious illness at the time it occurs are able to pay 
the full costs when the costs of future illness are 
budgeted over time. 
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Higher costs of health service arise from inflation- 
ary forces, improved service, and higher quality. More 
effective use of resources, utilization of low-cost 
services when they serve as well, better integration, 
wiser pattern of medical spending—all of these can 
reduce costs. Greater Government aid is reflected in 
reduced personal expenditures, though the gain is at 
the expense of higher taxes. 

Fee-for-service payments appear to militate against 
early diagnosis. In insurance programs, this method 
of payment has proved costly and often disastrous. 
When used, it has been necessary to introduce safe- 
guards to prevent excessive use of services and costs. 
The use of cash indemnity rather than service benefits 
also involves waste in that less money goes into medi- 
cine. 

Among the crucial issues, that of the adequacy of 
voluntary prepayment insurance and the alternative of 
national health insurance stand out. The field of vol- 
untary prepayment insurance has been a limited one. 
Among its supporters are those who see continued and 
definite limitation and others who recommend mate- 
rial changes which will result in coverage comparable 
to that proposed by national health insurance. It is 
because they view national health insurance as the 
only mechanism which can bring almost universal 
coverage of people and benefits, with a burden based 
on capacity to pay, that the proponents of national 
health insurance dismiss voluntary prepayment pro- 
grams as inadequate. Critics of voluntary insurance 
also question whether these programs can pay their 
way. 

In general, the poor pay a larger part of their in- 
come for medicine than the middle- and high-income 
groups. The poor also have to concentrate their out- 
lays largely on physicians, drugs, and hospitals. Fur- 
thermore, the lowest income groups cannot afford to 
participate in the insurance programs now available. 


Commission Recommendations 
THAT: 


1. The principle of prepaid health services be ac: 
cepted as the most feasible method of financing the 
costs of medical care. 

2. The present prepayment plans be expanded to 
provide as much health service to as many people as 
they can; be judged by the criteria mentioned; and be 
aided by government through allowing payroll deduc- 
tions for governmental employees, removing the restric- 
tions on organization of prepayment plans, and 
promoting research on health service administration. 


3. A cooperative Federal-State program be estab- 
lished to assist in the financing of personal health 
services. Under this program, a single State health 
authority would be set up in each participating State. 
Each State would draw an over-all State plan for as- 
sisting the development and distribution of personal 
health service for all persons, using public or private 
agencies and resources, or a combination of them. 
State plans would be developed in cooperation with 
local or regional authorities and would be linked with 
the planned expansion of health resources so as to 
‘provide ultimately more comprehensive, more efficient, 
and more economical services. State plans would be 
expected to conform to certain Federal minimum 
standards, and would be submitted to the Federal 
health agency for approval. Federal funds for the 
program might be derived from several different 
sources as suggested below. 

4. Funds collected through the Old-Age and Sur- 
vivors Insurance mechanism be utilized to purchase 
personal health service benefits on a prepayment basis 
for beneficiaries of that insurance program, under a 
plan which meets Federal standards and which does not 
involve a means test. 

5. Federal grants-in-aid be made from general tax 
revenues for the purpose of assisting the States in mak- 
ing personal health services available to public assist- 
ance recipients. This should be done under a pre- 
payment plan which is established in consultation with 
a State advisory council, which is approved by a Fed- 
eral health agency in accordance with Federal stand- 
ards, and which specifies: 

a. A State-wide program administered by a single 

State agency, with an advisory council representing 

the public interest. 


b. Services to all persons who are declared eli- 
gible, with no discrimination as to age, race, citizen- 
ship, or place or duration of residence; and with no 
means test at the time care is needed. 

c. As comprehensive personal health services as 
local resources permit, with maximum utilization of 
all available health personnel and facilities. 

d. Administration on a local or regional basis. 
6. Federal grants-in-aid be made from general tax 

revenues for the purpose of assisting the States in mak- 
ing personal health services available to the general 
population, under a plan meeting the same criteria as 
above. 

7. Federal grants-in-aid be made to the States to 
assist them and local governments in operating facilities 
for tuberculosis and mental disease and developing 
similar facilities for other long-term illness, and that 
these institutions be available to all persons in the 
population without the application of a means test. 

8. The Federal Government continue to meet its ob- 
ligations for providing personal health services to mil- 
itary personnel, veterans with service-connected dis- 
abilities requiring long-term care in its own facilities, 
and merchant seamen—with no expansion of Federally 
operated facilities except when needed for the Armed 
Forces. It should also continue to meet its present 
commitments to veterans for service-connected dis- 
abilities requiring short-term care and to the Indians, 
through direct operation of health services—until such 
time as the administration of these services can be 
transferred to the States and localities in accordance 
with approved local and State plans which guarantee 
a proper standard of care. 


259 


SELECTED BIBLIOGRAPHY 


The references which follow were selected to pro- 
vide fairly comprehensive background reading materials 
in each of the several fields covered by the present 
report. With the exception of the general references 
presented at the outset the references are listed in 
order paralleling the chapters and sections of this 
report. 

In selecting the references, special effort was made 
to include for each of the special subject fields, the 
more comprehensive and more recent literature as 
well as bibliographies already compiled. In order to 


GENERAL REFERENCES 


Federal Commission Reports on a National 


Health Program, 1935-1951 


Committee on Economic Security. Report to the President. 
Washington, D. C., Government Printing Office, 1935. 
74 pp. 

Interdepartmental Committee To Coordinate Health and Wel- 
fare activities. Proceedings of the National Health Con- 
ference, July 19-20, 1938. Washington, D. C., Govern- 
ment Printing Office, 1938. 163 pp. 

United States Senate Committee on Education and Labor Sub- 
committee on Health and Education. Health and Educa- 
tion; Final Report From the Chairman of the Subcom- 
mittee * * * to the Committee * * * Pursuant 
to S. Res. 62 * * * a Resolution Authorizing an In- 
vestigation of the Distribution and Utilization of Health 
Personnel, Facilities, and Related Services, July 31, 1946. 
79th Congress, 2d Session, Senate Subcommittee Report 6. 
Washington, D. C., Government Printing Office, 1946. 
9 pp. 

National Health Assembly, 1948. America’s Health; a Report 
to the Nation. First edition. New York, Harper & 
Brothers, 1949. 395 pp. 

Committee on Federal Medical Services. Federal Medical 
Services; a Report With Recommendations Prepared for 
the Commission on Organization of the Executive Branch 
of the Government. Federal Medical Services, Appendix 
O. Washington, D. C., Government Printing Office, Janu- 
ary 1949. 95 pp. Task Force Report on Federal Medical 
Services, Supplement to Appendix O. Washington, D. C., 
Government Printing Office, March 1949. 2 pp. 

Commission on Organization of the Executive Branch of the 
Government. Reports to Congress: Reorganization of Fed- 
eral Medical Activities, March 1949, 57 pp. Administra- 
tion of Overseas Affairs; Federal-State Relations; Federal 
Research; March 1949. 50 pp. Social Security and Edu- 


260 


avoid duplication, references which relate to more 
than one subject appear in only one section. 

The Commission staff had the advice of experts in e 
publie and private agencies, in developing the selected 
list of references. The staff wishes to acknowledge 
its indebtedness to the many individuals who 
kindly participated. 

The facilities of the Federal Security Agency Li- 
brary, the National Institutes of Health Library, the 
Armed Forces Medical Library, and the Library of 
Congress were extensively used by the staff of the 
Commission. 


cation; Indian Affairs; March 1949. 81 pp. Reorganiza- 
tion of Veterans’ Affairs, February 1949. 26 pp. Wash- 
ington, D. C., Government Printing Office, 1949. 


United States Congress Joint Committee on the Economic 
Report Subcommittee on Low-Income Families. Low-In- 
come Families and Economic Stability; Report of the 
Subcommittee * * * Pursuant to S. Con. Res. 26., 81st 
Congress, 2d Session, Joint Committee Print. Washington, 
D. C., Government Printing Office, 1950. 29 pp. 


United States Senate Committee on Labor and Public Welfare. 
Health Insurance Plans in the United States; Report of 
the Committee on Labor and Public Welfare United States 
Senate Pursuant to S. Res. 273 and S. Res. 39, a Resolu- 
tion Directing Further Study of Health Problems. 82d 
Congress, Ist Session, Senate Report 359. In 3 parts. 
Washington, D. C., Government Printing Office, 1951. Part 
1, 114 pp.; part 2, 197 pp.; part 3, 44 pp. 


Basic Studies 


Committee on the Costs of Medical Care. Medical Care for 
the American People; the Final Report of the Committee 
on the Costs of Medical Care. Committee Publication 28. 
Chicago, University of Chicago Press, November 1932. 
122 pp. 

Falk, I. S.; Rorem, C. Rufus; and Ring, Martha D. The 
Costs of Medical Care; a Summary of Investigations on the 
Economic Aspects of the Prevention and Care of Illness. 
Committee on the Costs of Medical Care Publication 27. 
Chicago, University of Chicago Press, 1933. 623 pp. 


Lee, Roger I., and Jones, Lewis Webster. The Fundamentals 
of Good Medical Care. Committee on the Costs of Medical 
Care Publication 22. Chicago, University of Chicago Press, 
1933. 308 pp. 


Public Health Service. Illness and Medical Care Among 
2,500,000 Persons in 83 Cities, With Special Reference to 
Socio-Economic Factors. A collection of 27 reprints based 
on the National Health Survey of 1935-36. Washington, 
D. C., Government Printing Office, 1945. Ca. 775 pp. 


General Reports 


Bachman, George W., and associates. Health Resources in the 
United States; Personnel, Facilities, and Services. Wash- 
ington, D. C., Brookings Institution, 1952. 344 pp. 

Dewhurst, J. Frederic, and associates. Medical Care. Chapter 
11 in America’s Needs and Resources; a Twentieth Century 
Fund Survey Which Includes Estimates for 1950 and 1960. 
New York, Twentieth Century Fund, 1947. Ch. 11, pp. 236— 
272. Revision in preparation. 

Emerson, Haven, editor. Administrative Medicine. New 
York, Thomas Nelson and Sons, 1951. 1007 pp. 

Ewing, Oscar R. The Nation’s Health, a Ten Year Program; 
a Report to the President. Washington, D. C., Government 
Printing Office, 1948. 186 pp. 

Fulton, John F.; Rappleye, Willard C.; MacLean, Basil C.; 
et al. Medicine Today; the March of Medicine, 1946. New 
York Academy of Medicine Lectures to the Laity, Number 
11. New York, Columbia University Press, 1947, 177 pp. 

Goldmann, Franz, and Leavell, Hugh R., editors. Medical Care 
for Americans. A series of 26 articles presented in 6 
groups. 1. Prerequisites for Effective Organization. 2. 
Methods of Organization. 3. Public Medical Care. 4. 
Medical Care Insurance. 5. Specialized Programs. 6. 
Planning for the Future. Annals of American Academy 
of Political and Social Science 273: 1-200, January 1951. 

New York Academy of Medicine Committee on Medicine and 
the Changing Order. Medicine in the Changing Order; 
Report. New York, Commonwealth Fund, 1947. 240 pp. 


Patterson, Robert P.; Shorr, Ephraim; Alexander, Leo; et al. 
The Future in Medicine; the March of Medicine, 1949. 
New York Academy of Medicine Lectures to the Laity, 
Number 14, New York, Columbia University Press, 1950 
160 pp. 

Stern, Bernhard J. American Medical Practice in the Perspec- 
tives of a Century. New York, Commonwealth Fund, 1945. 
156 pp. 


Programs of the Major Professional 
Organizations 


American Dental Association Council on Dental Health. Den- 
tal Health Goals Recommended by the Council on Dental 
Health and Approved by the House of Delegates of the 
American Dental Association, October 16, 1946, Miami, 
Florida. Chicago, The Association. 15 pp. 

American Dental Association Council on Dental Health. Den- 
tal Health for the American People; a Statement of Prin- 
ciples by the American Dental Association. Journal of 
American Dental Association 31: 1555-1556, November 15, 
1944. 

American Dental Association. The Program of The American 
Dental Association. Journal of American Dental Associa- 
tion 38: 512-513, April 1949, section 2. 

* * * 

American Medical Association. Program for the Advancement 
of Medicine and Public Health. Journal of American 
Medical Association 139: 528-530, February 19, 1949. 

Bauer, Louis H. Medicine in 1952; President’s Address. 
Journal of American Medical Association 149: 623-626, 


June 14, 1952. 


Cline, John W. The Stature of American Medicine, 1951; 
President’s Address. Journal of American Medical Associ- 
tion 146: 609-612, June 16, 1951. 


Henderson, Elmer H. President’s Address to the House of 
Delegates. Journal of American Medical Association 144: 
_ 1268-1269, December 9, 1950. 


* * * 


American Nurses’ Association. Platform of the American 
Nurses’ Association. American Journal of Nursing 52: 
953, August 1952. 

* * * 

American Public Health Association. Medical Care in a Na- 
tional Health Program; an Official Statement of the Amer- 
ican Public Health Association Adopted October 4, 1944. 
American Journal of Public Health 34: 1252-1256, Decem- 
ber 1944. 


American Public Health Association. Policy on Medical Care 
in a National Health Program. American Journal of Pub- 
lic Health 40: 1592, December 1950. 


Anderson, Gaylord W. Public Health; a Mandate From the 
People. Presidential Address to the American Public 
Health Association at the Eightieth Annual Meeting, Cleve- 
land, Ohio, October 21, 1952. American Journal of Public 
Health 42: 1367-1373, November 1952. 


Reed, Lowell J. Local Responsibility for World Health. 
Presidential Address to the American Public Health 
Association at the Seventy-Eighth Annual Meeting, St. 
Louis, Mo., November 2, 1950. American Journal of Public 
Health 40: 1363-1367, November 1950. 


International Approaches to Health 


Bauer, Louis H., and Henderson, Elmer L. World Medical 
Association. Journal of American Medical Association 
134; 294-295, May 17, 1947. 


Calhoun, Leonard J. Medical Care and the International 
Social Security Treaty. Journal of American Medical 
Association 149: 1574-1577, August 23, 1952. 

International Labour Conference, 1944. Social Security: Prin- 
ciples and Problems Arising Out of the War; International 
Labour Conference Twenty-Sixth Session. Report 4 (1). 
Montreal, International Labour Office, 1944. 115 pp. 

International Labour Conference, 1952. Minimum Standards of 
Social Security; International Labour Conference Thirty- 
Fifth Session. Report 5 (a) (2). Geneva, International 
Labour Office, 1952. 313 pp. 

World Health Organization. Charter for World Health; Con- 
stitution of the World Health Organization; Arrangement 
Establishing Interim Commission. Public Health Reports 
61: 1259-1279, August 30, 1946. 


THE AMERICAN PEOPLE AND THEIR 


HEALTH 
POPULATION 


Number and Trends—General Discussion 


Committee on Population Problems. The Problems of a 
Changing Population; Report of the Committee on Popu- 
lation Problems to the National Resources Committee, May 
1938. Washington, D. C., Government Printing Office, 
1938. 306 pp. 


261 


Davis, Kingsley, editor. World Population in Transition. A 
symposium including 20 articles presented in 4 groups: 
1. General. 2. Regional Studies. 3. Aspects of Popula- 
tion Change. 4. Population Policy. Annals of American 
Academy of Political and Social Science 237: 1-203, Jan- 
uary 1945. 

Great Britain, Royal Commission on Population. Report. 
Presented to Parliament by Command of His Majesty, June 
1949. London, His Majesty’s Stationery Office, 1949. 
259 pp. 


Notestein, Frank W. Population: In’50 Years It Has Grown 
From 75 to 150 Million; an Account of Its Principal 
Characteristics, How They Have Changed in the Past 
and How They Appear Likely To Change in the Future. 
Scientific American 185 (3): 28-35, September 1951. 

Pearl, Raymond, The Natural History of Population. New 
York, Oxford University Press, 1939. 416 pp. 

Thompson, Warren S. Population Problems. Third edition. 
New York, McGraw-Hill, 1942. 471 pp. 

Vance, Rupert B. in collaboration with Danilevsky, Nadia. All 
These People; the Nation’s Human Resources in the 
South. Chapel Hill, University of North Carolina Press, 
1945. 503 pp. 

Whelpton, P. K.; Eldridge, Hope Tisdale; and Siegel, Jacob 
S. Forecasts of the Population of the United States, 
1945-75. Washington, D, C., Government Printing Office, 
1947. 113 pp. 


Socioeconomic Characteristics 


Bureau of the Census. Annual Report on the Labor Force, 
1951. Current Population Reports; Labor Force, Series 
P-50, No. 40, May 19, 1952. 31 pp. Processed. 

Bureau of the Census. Income of Families and Persons in the 
United States, 1950. Current Population Reports; Con- 
sumer Income, Series P-60, No. 9, March 25, 1952. 39 pp. 
Processed. 

Bureau of the Census, Educational Attainment of the Popu- 
lation 25 Years Old and Over, for the United States, 1950; 
Preliminary Data. 1950 Census of Population; Prelimi- 
nary Reports, Series PC-7, No. 6, May 13, 1952. 9 pp. 
Processed. 

Bureau of the Census. The Monthly Report on the Labor 
Force. Current Population Reports; Labor Force, Series 
P-57. Monthly. 

Bureau of the Census. School Enrollment, October 1951. Cur- 
rent Population Reports; Population Characteristics, 
Series P-20, No. 40, July 21, 1952. 13 pp. Processed. 

Bureau of Labor Statistics, Selected Facts on the Employment 
and Economic Status of Older Men and Women. Bulletin 
1092. Washington, D. C., The Bureau, 1952. 32 pp. 
Processed. 

‘Bureau of Labor Statistics. Tables of Working Life; Length 
of Working Life for Men. Bulletin 1001. Washington, 
D. C., Government Printing Office, 1950. 74 pp. Processed. 

Clague, Ewan; Ober, Harry; Bowden, Witt; et al. Fifty 
Year’s Progress of American Labor. A series of 12 articles, 
Monthly Labor Review 71: 5-103, July 1950. 

Durand, John D. The Labor Force in the United States, 1890- 


262 


1960. New York, Social Science Research Council, 1948. 
284 pp. 


Edwards, Alba M. Population; Comparative Occupation Sta- 
tistics for the United States, 1870 to 1940. A Comparison 
of the 1930 and the 1940 Census Occupation and Industry 
Classifications and Statistics; a Comparable Series of Occu- 
pation Statistics, 1870 to 1930; and a Social-Economic 
Grouping of the Labor Force, 1910 to 1940. Washington, 
D. C., Government Printing Office, 1943. 206 pp. 


Goodrich, Carter; Allin, Bushrod W.; Thornthwaite, C. Warren; 
et al. Migration and Economic Opportunity; the Report 
of the Study of Population Redistribution. Philadelphia, 
University of Pennsylvania Press, 1936. 763 pp. 


Graham, Robert E., Jr. State Income Payments in 1951. Sur- 
vey of Current Business 32 (8): 10-18, August 1952. 


Inter-Agency Committee on Background Materials for Na- 
tional Conference on Family Life, May 1948. The Ameri- 
can Family; a Factual Background. Washington, D. C..,. 
Government Printing Office, 1949. 457 pp. Processed. 


Jaffe, A. J., and Stewart, Charles D. Manpower Resources and 
Utilization; Principles of Working Force Analysis. New 
York, John Wiley & Sons, 1951. 532 pp. 


Office of Education. Biennial Survey of Education in the 
United States, 1948-50. Chapter 1. Statistical Summary 
of Education, 1949-50. Chapter 2. Statistics of State 
School Systems, 1949-50. Chapter 3. Statistics of City 
School Systems, 1949-50. Chapter 4. Statistics of Higher 
Education: Faculty, Students and Degrees, 1949-50; Re- 
ceipts, Expenditures, and Property, 1949-50. Chapter 5. 
Offerings and Enrollments in High School Subjects, 1948- 
49. Washington, D. C., Government Printing Office. 
5 volumes. In press. 


Odum, Howard W., for Social Science Research Council South- 
ern Regional Committee. Southern Regions of the United 
States. Chapel Hill, University of North Carolina Press, 
1936. 664 pp. 


Ringe, Helen H., and Cooper, Sophia. Employment and Eco- 
nomic Status of Negroes in the United States; Staff Report 
to the Subcommittee on Labor and Labor-Management Re- 
lations of the Committee on Labor and Public Welfare, 
United States Senate. * * * 82d Congress, 2d Session, 
Senate Committee Print. Washington, D. C., Government 
Printing Office, 1952. 20 pp. 


Schwartz, Charles F.; and Graham, R. E., Jr. State Income 
Payments in 1949. Survey of Current Business 30 (8) : 
11-24, August 1950. 


Social Science Research Council Committee on Labor Market 
Research. Memorandum on University Research Pro- 
grams in the Field of Labor. New York, The Committee, 
June 1950. 64 pp. Processed. 


United States Congress Joint Committee on the Economic Re- 
port Subcommittee on Low-Income Families. Low-Income 
Families and Economic Stability; Materials on the Prob- 
lem of Low-Income Families. 81st Congress, 2d Session, 
Senate Document 231. Washington, D. C., Government 
Printing Office, 1950. 138 pp. 


Basic Official Data 


Bureau of the Census. County and City Data Book 1949; a 
Statistical Abstract Supplement. Statistics for: Manufac- 
tures, 1947; Business (preliminary), 1948; City Govern- 
ments, 1948; Agriculture, 1945; Automobile Registrations 
and Sales, 1947; Banking, 1949; Climate; Construction, 
1948; Education, 1948; Residential Electricity Consump- 
tion, 1948; Vital Statistics, 1948; Farm-Operator Family 
Level of Living, 1945. Washington, D. C., Government 
Printing Office, 1952. 500 pp. Processed. 


Bureau of the Census. Estimates of the Population 65 Years 
Old and Over, by States, July 1, 1951 and 1950. Current 
Population Reports; Population Estimates, Series P-25, 
No. 66, November 21, 1952. 2 pp. Processed. 

Bureau of the Census. Estimates of the Population of States, 
July 1, 1951 and 1950. Current Population Reports; 
Population Estimates, Series P-25, No. 62, August 24, 1952. 
4 pp. Processed. 


Bureau of the Census. Projections of the Population by States, 
1955 and 1960. Current Population Reports; Population 
Estimates, Series P-25, No. 56, January 27, 1952. 7 pp. 
Processed. 


Bureau of the Census. Provisional Estimates of the Population 
of the United States, April 1, 1950 to July 1, 1952. Cur- 
rent Population Reports; Population Estimates, Series 
P25, No. 61, August 21, 1952. 1 p. Processed. 

Bureau of the Census. Provisional Revision of the Projec- 
tions of the Total Population of the United States, July 1, 
1953 to 1960. Current Population Reports; Population 
Estimates, Series P-—25, No. 58, April 17, 1952. 2 pp. 
Processed. Provisional Revision of the Projections of 
the Population of the United States Including Armed 
Forces Overseas, by Age and Sex, July 1, 1955 and 1960. 
lp. Processed. 

Bureau of the Census. United States Census of Housing, 1950; 
Area Bulletins—Nonfarm Housing Characteristics. 1950 
Housing Census Reports H-B 1-10, United States and Nine 
Geographic Divisions; H-B 11-162, Individual Metropoli- 
tan Areas, preprint of Volume 2. Washington, D. C., 
Government Printing Office. In preparation. 


Bureau of the Census. United States Census of Housing, 1950; 
General Characteristics. 1950 Housing Census Reports 
H-A 1-54 preprint of Volume 1. Washington, D. C., 
Government Printing Office. In press. 

Bureau of the Census. United States Census of Population, 
1950; Detailed Characteristics. 1950 Population Census 
Reports P-C 1-53, preprint of Volume 2. Washington, 
D. C., Government Printing Office. In preparation. 

Bureau of the Census. United States Census of Population, 
1950; General Characteristics. 1950 Population Census 
Reports P-B 1-54, preprint of Volume 2. Washington, 
D. C., Government Printing Office, 1952. 

Bureau of the Census. United States Census of Population, 
1950; Number of Inhabitants. 1950 Population Census 
Reports P-A 1-54, preprint of Volume 1. Washington, 
D. C., Government Printing Office, 1952. 

Bureau of the Census. United States Census of Population, 
1940. Volume 1. Number of Inhabitants; Total Popula- 
tion for States, Counties, and Minor Civil Divisions a ald 
Volume 2. Characteristics of the Population; Sex, Age, 


Race, Nativity, Citizenship * * * Parts 1-7. Volume 
3. The Labor Force; Occupation, Industry, Employment, 
and Income. Parts 1-5. Volume 4. Characteristics by 
Age; Marital Status, Relationship, Education, and Citizen- 
ship. Parts 1-4. Washington, D. C., Government Print- 
ing Office, 1943. 

Bureau of the Census with the cooperation of the Social Science 
Research Council. Historical Statistics of the United 
States 1789-1945; a Supplement to the Statistical Abstract 
of the United States. Washington, D. C., Government 
Printing Office, 1949. 363 pp. Historical Statistics: 1948 
to 1950, and Revisions * * * for 1947 and Earlier 
Years. In Statistical Abstract of the United States 1951. 
Seventy-second edition. Washington, D. C., Government 
Printing Office, 1951. Appendix 1, pp. 909-975. 

United Nations Statistical Office Department of Economic 
Affairs. Demographic Yearbook 1951. New York, United 
Nations, 1952. 608 pp. 


Bibliography 


Princeton University Office of Population Research, and Popu- 
lation Association of America. Population Index. 
Quarterly, beginning January 20, 1935. 


HEALTH AND ITS MEASUREMENT 
General Scope of the Problem 


Cohn, Alfred E., and Lingg, Claire. The Burden of Diseases 
in the United States. New York, Oxford University Press, 
1950. 129 pp. 

Collins, Selwyn D. Sickness Surveys. Jn Administrative 
Medicine, Haven Emerson, editor. New York, Thomas 
Nelson and Sons, 1951. Ch. 29, pp. 511-535. Sickness 
Surveys; Types, History, and Some Results. In Adminis- 
trative Medicine, Haven Emerson, editor. New York, 
Thomas Nelson and Sons, 1941. Ch. 12, pp. 185-213. 

Collins, Selwyn D. Trends in Illness and Mortality. Public 
Health Reports 67: 497-503, May 1952. 

Crew, F. A. E. Measurements of the Public Health; Essays on 
Social Medicine. Edinburgh, Oliver and Boyd, 1948. 
243 pp. 

Densen, Paul M. The Health of the Population. Jn Rosenau 
Preventive Medicine and Hygiene, Kenneth F. Maxcy, 
editor. Seventh edition. New York, Appleton-Century- 
Crofts, 1951. Ch. 25, pp. 1343-77. 

Dickinson, Frank G., and Welker, Everett L. Mortality Trends 
in the United States, 1900-49. American Medical Asso- 
ciation Bureau of Medical Economic Research Bulletin 92. 
Chicago, The Association, 1952. 31 pp. 

Dublin, Louis I. Health Progress, 1936 to 1945; a Supple- 
ment to Twenty-Five Years of Health Progress. New York, 
Metropolitan Life Insurance Co., 1948. 147 pp. 

Dublin, Louis I., and Lotka, Alfred J. Twenty-five Years of 
Health Progress; a Study of the Mortality Experience 
Among the Industrial Policyholders of the Metropolitan 
Life Insurance Co., 1911 to 1935. New York, Metropolitan 
Life Insurance Co., 1937. 611 pp. 

Dublin, Louis I.; Lotka, Alfred J.; and Spiegelman, Mortimer. 
Length of Life; a Study of the Life Table. Revised edi- 
tion. New York, Ronald Press, 1949. 379 pp. 


263 


Dublin, Louis I. in collaboration with Spiegelman, Mortimer. 
The Facts of Life From Birth to Death. New York, Mac- 
millan, 1951. 461 pp. 

Fales, W. Thurber. Vital Statistics. Jn Administrative Medi- 
cine, Haven Emerson, editor. New York, Thomas Nelson 
& Sons, 1951. Ch. 28, pp. 475-509. 


Gafafer, William M. The Course of Disabling Morbidity 
Among Industrial Workers, 1921-38. Public Health Re- 
ports 55: 962-974, May 31, 1940. 


Gafafer, William M. Sickness Absenteeism Among Male and 
Female Industrial Workers, 1937-46, Inclusive. Public 
Health Reports 62: 1538-1541, October 24, 1947. 


Great Britain, Registrar General. The Registrar General’s 
Decennial Supplement, England and Wales, 1931. Part 2a. 
Occupational Mortality. London, His Majesty’s Stationery 
Office, 1938. 404 pp. 


Merrill, Margaret, and Reed, Lowell J. The Epidemiology of 
Health. In Social Medicine; Its Derivations and Objec- 
tives; the New York Academy of Medicine Institute on 
Social Medicine, 1947, Iago Galdston, editor. New York, 
Commonwealth Fund, 1949. pp. 105-110. 

Reed, Lowell J. Principles Applying to the Collection of In- 
formation on Health as Related to Socio-Environmental 
Factors. In Backgrounds of Social Medicine; Papers 
Presented at a Round Table at the 1947 Annual Conference 
of the Milbank Memorial Fund, November 19-20, 1947. 
New York, The Fund, 1949. pp. 24-32. 

Scheele, Leonard A. Statement * * * Before the Subcom- 
mittee on Health of the Senate Committee on Labor and 
Public Welfare, 82d Congress, Ist Session, on S. 1328, 
August 23, 1951. Washington, D. C., Public Health Serv- 
ice, 1951. 10 pp. Processed. 

Spiegelman, Mortimer. Our Increasing Longevity and What It 
Means. Analysts Journal 8 (3) : 63-68, May 1952. 

Stocks, Percy. Sickness in the Population of England and 
Wales in 1944-47. General Register Office Studies on 
Medical and Population Subjects, 2. London, His Maj- 
esty’s Stationery Office, 1949. 51 pp. 

Sydenstricker, Edgar. Health and Environment. New York, 
McGraw-Hill, 1933. 217 pp. 


Socioeconomic Factors 


Altenderfer, Marion E. Relationship Between Per Capita In- 
come and Mortality, in the Cities of 100,000 or More Popu- 
lation. Public Health Reports 62: 1681-1691, November 
28, 1947. 

Altenderfer, Marion E., and Crowther, Beatrice. Relationship 
Between Infant Mortality and Socioeconomic Factors in 
Urban Areas. Public Health Reports 64: 331-339, March 
18, 1949. 

Britten, Rolo H. Physical Impairments and Socio-Environ- 
mental Factors. Milbank Memorial Fund Quarterly 26 
(4) : 386-397, October 1948. 

Daric, Jean. Mortality, Occupation, and Socioeconomic 
Status. Vital Statistics—Special Reports; Selected Studies 
33 (10): 175-187, September 21, 1951. Processed. 

Downes, Jean. Social and Environmental Factors in Illness. 
Milbank Memorial Fund Quarterly 26 (4): 366-385, Octo- 
ber 1948. 

Whitney, Jessamine S., editor. Death Rates by Occupation, 


264 


Based on Data of the United States Census Bureau, 1930. 
New York, National Tuberculosis Association, 1934. 32 pp. 
Wiehl, Dorothy G. Mortality and Socio-Environmental Factors. 
Milbank Memorial Fund Quarterly 26 (4): 335-365, Octo- 
ber 1948. 
Basic Health Data 


Greville, Thomas N. E. United States Life Tables and Actu- 
arial Tables, 1939-41; Sixteenth Census of the United 
States: 1940. Washington, D. C., Government Printing 
Office, 1946. 153 pp. 

Greville, Thomas N. E., and Carlson, Gustav A. Estimated 
Average Length of Life in the Death-Registration States. 
Vital Statistics—Special Reports; Selected Studies 33 (9): 
165-169, February 16, 1951. Processed. 

Linder, Forrest E., and Grove, Robert D. Vital Statistics Rates 
in the United States, 1900-40. Washington, D. C., Goy- 
ernment Printing Office, 1947. 1051 pp. 

Metropolitan Life Insurance Co. Statistical Bulletin. Month- 
ly, beginning 1920. 

Metropolitan Life Insurance Co. Statistical Bureau. State and 
Regional Life Tables 1939-41. Issued by the Public 
Health Service. Washington, D. C., Government Printing 
Office, 1948. 265 pp. Processed. 

Public Health Service. Monthly Vital Statistics Report. 
Monthly, beginning April 1952, continuing statistics for- 
merly issued in Monthly Vital Statistics Bulletin, Current 
Mortality Analysis, and Public Health Reports. Proc- 
essed. 

Public Health Service. Morbidity and Mortality; Weekly Re- 
port. Weekly, beginning January 11, 1952, continuing 
statistics formerly issued in Weekly Mortality Index, 
Weekly Morbidity Report and Public Health Reports. 
Processed. 

Public Health Service. Vital Statistics of the United States 
1949. Part 1. Natality, Mortality, Marriage, Divorce, 
Morbidity, and Life Data for the United States; General 
Tables by Place of Occurrence With Supplemental Tables 
for Hawaii, Puerto Rico, Virgin Islands, and Alaska. Part 
2. Natality and Mortality Data for the United States Tab- 
ulated by Place of Residence. Washington, D. C., Gov- 
ernment Printing Office, 1951. Part 1. 230 pp.; part 2. 
710 pp. Annually, beginning 1947 covering statistics for 
calendar year 1945; previously published by Bureau of 
Census. 

World Health Organization. Manual of the International Sta- 
tistical Classification of Diseases, Injuries, and Causes of 
Death; Sixth Revision of the International Lists of Dis- 
eases and Causes of Death, Adopted 1948. Introduction 
to Volume 1. Geneva, World Health Organization, 1948. 
pp. 11-37. 


SURVEYS OF HEALTH STATUS 


Hagerstown 


Sydenstricker, Edgar. The Causes of Illness at Different Ages. 
Hagerstown Morbidity Studies, 7. Public Health Reports 
43: 1067-74, May 4, 1928. 

Sydenstricker, Edgar. A Comparison of the Incidence of IIl- 
ness and Death; (1) by Cause and (2) by Age of Persons 
Affected. Hagerstown Morbidity Studies, 5. Public 
Health Reports 42: 1689-1701, June 24, 1927. 


es & 


Sydenstricker, Edgar. Sex Differences in the Incidence of 
Certain Diseases at Different Ages. Hagerstown Morbid- 
ity Studies, 9. Public Health Reports 43: 1259-76, May 25, 
1928. 


Sydenstricker, Edgar. A Study of Illness in a General Popu- 
lation Group; the Method of Study and General Results. 
Hagerstown Morbidity Studies, 1. Public Health Reports 
41: 2069-88, September 24, 1926. 


Committee on the Costs of Medical Care 


Collins, Selwyn D. The Incidence of Illness and the Volume 
of Medical Services Among 9,000 Canvassed Families. A 
collection of 23 reprints from Public Health Reports and 
Milbank Memorial Fund Quarterly. Washington, D. C., 
Government Printing Office, 1944. Ca. 750 pp. 


Falk, I. S.; Klem, Margaret C.; and Sinai, Nathan. The 
Incidence of Illness and the Receipt and Costs of Medical 
Care Among Representative Families; Experiences in 
Twelve Consecutive Months During 1928-31. Commit- 
tee on the Costs of Medical Care Publication 26. Chicago, 
University of Chicago Press, 1933. Ca. 333 pp. 


National Health Survey 


Britten, Rollo H.; Collins, Selwyn D.; and Fitzgerald, James 
S. The National Health Survey; Some General Find- 
ings as to Disease, Accidents, and Impairments in Urban 
Areas. Public Health Reports 55: 444-470, March 15, 
1940. 

Hailman, David E. The Prevalence of Disabling Illness 
Among Male and Female Workers and Housewives. Pub- 
lic Health Bulletin 260. Washington, D. C., Government 
Printing Office, 1941. 40 pp. 

Karpinos, Bernard D. The Physically Handicapped. Public 
Health Reports 58: 1573-92, October 22, 1943, 

Public Health Service. An Estimate of the Amount of Dis- 
abling Illness in the Country as a Whole, Based on Results 
of the National Health Survey; Prevalence of Illness on 
an Average Winter Day, 1935-36. National Health Sur- 
vey Preliminary Reports: Sickness and Medical Care 
Series, Bulletin 1. Washington, D. C., Public Health 
Service, 1938 (revised 1939). 8 pp. Processed. 


Baltimore Eastern Health District 


Collins, Selwyn D.; Phillips, F. Ruth; and Oliver, Dorothy S. 
Disabling Illness From Specific Causes Among Males and 
Females of Various Ages; Sample of White Families Can- 
vassed at Monthly Intervals in the Eastern Health District 
of Baltimore, 1938-43. Public Health Reports 66: 1649-71, 
December 14, 1951. 

Collins, Selwyn D.; Phillips, F. Ruth; and Oliver, Dorothy S. 
Age Incidence of Specific Causes of Illness Found in 
Monthly Canvasses of Families; Sample of the Eastern 
Health District of Baltimore, 1938-43. Public Health Re- 
ports 66: 1227-45, September 28, 1951. 

Collins, Selwyn D.; Phillips, F. Ruth; and Oliver, Dorothy S. 
Specific Causes of Illness Found in Monthly, Canvasses 
of Families; Sample of the Eastern Health District of 
Baltimore, 1938-43. Public Health Reports 65: 1235-64, 
September 29, 1950. 


Industrial Plant Surveys 


Gafafer, William M. Absenteeism. Jn Manual of Industrial 
Hygiene and Medical Service in War Industries, William 
M. Gafafer, editor. Prepared by Public Health Service 
and issued under auspices of National Research Council 
Committee on Industrial Medicine. Philadelphia, W. B. 
Saunders, 1943. Ch. 24, pp. 420-446. 


Michigan Survey 


Hoffer, Charles R.; Gibson, Duane L.; Loomis, Charles P.; et 
al. Health Needs and Health Care in Michigan. Special 
Bulletin 365. East Lansing, Michigan State College Agri- 
cultural Experiment Station, June 1950. 94 pp. 


Current Population Surveys 


Moore, Marjorie E., and Sanders, Barkev S. Extent of Total 
Disability in the United States. Social Security Bulletin 
13 (11): 7-14, November 1950. 


Sanders, Barkev S., and Federman, David. The Prevalence of 
Disability Recorded Through Four Monthly Sample Sur- 
veys. Social Security Bulletin 6 (8); 5-11, August 1943. 


Woolsey, Theodore D. Estimates of Disabling Illness Preva- 
lence in the United States; Based on the Current Popula- 
tion Survey of February 1949 and September 1950. Public 
Health Service Publication 181. Washington, D. C., Gov- 
ernment Printing Office, 1952. 16 pp. 


SELECTIVE SERVICE AS AN INDICATOR 


Goldstein, Marcus S. Physical Status of Men Examined 
Through Selective Service in World War II. Public Health 
Reports 66: 587-609, May 11, 1951. 


Selective Service System. Medical Statistics Bulletins 14. 
1. Analysis of Reports of Physical Examination, Novem- 
ber 10, 1941, 31 pp. Causes of Rejection and Incidence 
of Defects; Local Board Examinations of Selective Service 
Registrants in Peacetime, August 1, 1943, 41 pp. 3 
Physical Examinations of Selective Service Registrants 
During Wartime, November 1, 1944, 137 pp. 4. Physical 
Examinations of Selective Service Registrants in the Final 
Months of the War, June 1, 1946, 102 pp. Washington, 
D. C., Selective Service System. Processed. 


Selective Service System. Physical Examination of Selective 
Service Registrants. Special Monograph 15. Washington, 
D. C., Government Printing Office, 1948. 3 volumes, 1040 
pp- 


MEDICAL RECORDS AS HEALTH STATUS 
DATA 


Beumgartner, Leona; Wallace, Helen; Landsberg, Eva; and 
Pessin, Vivian. The Inadequacy of Routine Reporting of 
Fetal Deaths as Evidenced by a Comparison of Such Re- 
porting with Maternity Cases Paid for Under the Emer- 
gency Maternity and Infant Care (EMIC) Program. 
American Journal of Public Health 39: 1549-52, Decem- 
ber 1949. 


Deardorff, Neva R. Prepaid Medical Care as a Source of Mor- 
bidity Data. Journal of American Statistical Association 
47 (258) : 281-302, June 1952. 


265 


Deardorff, Neva R., and Fraenkel, Marta. Hospital Dis- 
charge Study; an Analysis of 576,623 Patients Discharged 
From Hospitals in New York City in 1933. Volume 1. 
Hospitals and Hospital Patients in New York City. Vol- 
ume 2. Hospitalized Illness in New York City. New 
York, Welfare Council of New York City. Vol. 1, 1942, 
209 pp.; vol. 2, 1943, 349 pp., processed. 

Malzberg, Benjamin. A Statistical Study of Patients in the 
New York Civil State Hospitals, April 1, 1947. Psychiat- 
ric Quarterly 22 (3): 495-515, July 1948. 

Weissman, Arthur. A Morbidity Study of the Permanente 
Health Plan Population. 1. A Preliminary Report. 2. 
Comparison of Utilization and Morbidity Data With Ex- 
perience of Other Population Groups. Permanente 
Foundation Medical Bulletin 9 (1): 1-17, January 1951; 
10 (1-4): 12-26, August 1952. 


HEALTH STATUS AND SELECTED COM- 
MUNICABLE DISEASES 


Influenza 


Collins, Selwyn D., and Lehmann, Josephine. Excess Deaths 
From Influenza and Pneumonia and From Important 
Chronic Diseases During Epidemic Periods, 1918-51. 
Public Health Service Publication 213. Washington, D. C., 
Government Printing Office. 22 pp. In Press. 

Collins, Selwyn D., and Lehmann, Josephine. Trends and 
Epidemics of Influenza and Pneumonia, 1918-51. Public 
Health Reports 66: 1487-1516, November 16, 1951. 


Poliomyelitis 


Dauer, C. C. Poliomyelitis in the United States, 1951. Public 
Health Reports 67: 524-526, June 1952. 


Venereal Diseases 


Public Health Service. VD Fact Sheet. Issue 8. Washington, 
D. C., Public Health Service, December 1951. 18 pp. 


Processed. 


Whooping Cough 


Collins, Selwyn D., and Shannon, Robert D. The Occurrence of 
Whooping Cough, Chickenpox, Mumps, Measles, and Ger- 
man Measles in 200,000 Surveyed Families in 28 Large 
Cities. Special Study Series, 1. Washington, D. C., Pub- 
lic Health Service, 1942. 40 pp. Processed. 


HEALTH STATUS AND CHRONIC DISEASES 
Magnitude and Characteristics of the Problem 


Ciocco, Antonio. Chronic Sickness in Relation to Survivorship 
Twenty Years Later. Human Biology 18: 33-48, February 
1946. 

Downes, Jean. Chronic Disease Among Middle and Old-Age 
Persons. Milbank Memorial Fund Quarterly 19 (1): 
5-25, January 1941. 

Downes, Jean. Chronic Disease Among Spouses. Milbank 
Memorial Fund Quarterly 25 (4): 334-358, October 1947. 


‘266 


Downes, Jean. Findings of the Study of Chronic Disease in the 
Eastern Health District of Baltimore. In New Steps in 
Public Health; Proceedings, Twenty-Second Annual Con- 
ference of the Millbank Memorial Fund, April 12-13, 1944. 
New York, The Fund, 1945. pp. 1-15. 


Downes, Jean. Illness in the Chronic Disease Family. Ameri- 
can Journal of Public Health 32: 589-600, June 1942. 


Lawrence, P. S. An Estimate of the Incidence of Chronic 
Disease. Public Health Reports 63: 69-82, January 16, 
1948. 


Lawrence, P. S. Chronic Illness and Socio-Economic Status. 
Public Health Reports 63: 1507-1521, November 19, 1948. 


Public Health Service. The Magnitude of the Chronic Disease 
Problem in the United States. National Health Survey 
Preliminary Reports: Sickness and Medical Care Series, 
Bulletin 6. Washington, D. C., Public Health Service, 
1938 (revised 1939). 19 pp. Processed. 


Arthritis and Rheumatism 


Woolsey, Theodore D. Prevalence of Arthritis and Rheuma- 
tism in the United States. Public Health Reports 67: 
505-512, June 1952. 


Cancer 


Cutler, Sidney J.; Marcus, Samuel C.; et al. Cancer IIl- 
ness * * * Separate studies in ten major cities in 
1947-48. Cancer Morbidity Series, 1-9. Public Health 
Service Publications: 13 (Atlanta, Ga.), 65 (San Fran- 
cisco and Alameda Counties, Calif.) ,67 (New Orleans, La.), 
112 (Denver, Colo.), 126 (Pittsburgh, Pa.) , 152 (Chicago, 
Ill.), 178 (Dallas, Tex.), 216 (Birmingham, Ala.), and 
217 (Detroit, Mich.). Washington, D. C., Government 
Printing Office, 1950-52. Study 10 (Philadelphia, Pa.) and 
summary. In preparation. 

Dorn, Harold F. Illness From Cancer in the United States. 
Parts 1-9. Public Health Reports 59: 33-48, January 14, 
1944; 65-77, January 21, 1944; and 97-115, January 28, 
1944, 

Levin, Morton L. Some Epidemiological Features of Cancer. 
Cancer 1 (3): 489-497, September 1948. 


Macdonald, Eleanor J. The Present Incidence and Survival 
Picture in Cancer and the Promise of Improved Prognosis. 
Bulletin of American College of Surgeons 33 (2): 75-93, 
June 1948. 

Public Health Service. Cancer Mortality in the United States, 
1900-1945. Vital Statistics—Special Reports 32 (1-9): 
1-284, 1951. Processed. 


Diabetes 


Berkson, Joseph; Gage, Robert P.; and Wilder, Russell M. 
Mortality and Longevity Among Patients With Diabetes 
Mellitus. Jn Proceedings of American Diabetes Associa- 
tion, 1947. New York, The Association, 1948. Vol. 7, 
pp. 131-149. 

Marks, Herbert H. Diabetes and the Revised International 
List of Causes of Death. Proceedings of American Dia- 
betes Association, 1949. New York, The Association, 1950. 
Vol. 9, pp. 349-361. 

Moriyama, I. M. Is Diabetes Mortality Increasing? Public 
Health Reports 63: 1334-39, October 8, 1948. 


Spiegelman, Mortimer, and Marks, Herbert H. Age and Sex 
Variations in the Prevalence and Onset of Diabetes Melli- 
tus. American Journal of Public Health 36: 26-33, Janu- 
ary 1946. 


Heart Disease 


American Heart Association in cooperation with Public Health 
Service National Heart Institute. Diseases of the Heart 
and Blood Vessels; Facts and Figures. New York, The 
Association; and Bethesda, Md., The Institute; 1952. 16 
pp. 

Moriyama, I. M.; Gover, Mary; Woolsey, Theodore D.; et al. 
Statistical Studies of Heart Disease, 1-9. A collection of 
nine reprints from Public Health Reports 63: 537-545, 
April 23, 1948, 1247-1273, September 24, 1948; 64: 104-109, 
January 28, 1949, 439-456, April 8, 1949, 1439-1492, No- 
vember 18, 1949; 65: 555-571, April 28, 1950, 819-838, 
June 30, 1950; 66: 57-80, January 19, 1951, 355-368, 
March 23, 1951. Washington, D. C., Government Printing 
Office, 195]. Ca. 190 pp. 

Public Health Service. Cardiovascular Disease Facts, 1951. 
Washington, D. C., Public Health Service, September 1951. 
8 pp. Processed. 


Mental Ilness 


Felix, R. H., and Kramer, Morton. Research in Epidemiology 
of Mental Illness. Public Health Reports 67: 152-160, 
February 1952. 

Lemkau, Paul; Tietze, Christopher; and Cooper, Marcia. A 
Survey of Statistical Studies on the Prevalence and In- 
cidence of Mental Disorder in Sample Populations. Public 
Health Reports 58: 1909-27, December 31, 1943. 

Public Health Service. Patients in Mental Institutions 1949. 
Public Health Service Publication 233. Washington, D. C., 
Government Printing Office, 1952. 114 pp. Processed. 

Public Health Service. Mental Health Statistics; Current Re- 
ports, Series IMH-B. Periodically, beginning with IMH- 
B51, No. 1, December 1950, continuing statistics formerly 
issued in Bureau of Census Current Population Reports; 
Mental Institutions, Series P-85; and Public Health Service 
Mental Hygiene Statistics Current Reports MH-S. 
Processed. 

Public Health Service. Patients in Public Hospitals for the 
Prolonged Care of the Mentally Ill, 1950. Mental Health 
Statistics; Current Reports, Series IMH-B53, No. 1. In 
press. 


Rheumatic Fever 


Collins, Selwyn D. The Incidence of Rheumatic Fever as 
Recorded in General Morbidity Surveys of Families. Sup- 
plement 198 to Public Health Reports. Washington, D. C., 
Government Printing Office, 1947. 59 pp. 


Tuberculosis 


Anderson, Robert J., and Sauers, Herbert I. Reported Tuber- 
culosis Morbidity, United States, 1949-51. Public Health 
Reports 67: 1101-08, November 1952. 

Halpin, Evelyn H., and Turner, Otis D. Tuberculosis Mor- 
tality in the United States, 1949; With Provisional Figures 


for the First 11 Months of 1950. Public Health Reports 
66: 547-560, May 4, 1951. 


DISEASES OF CHILDHOOD 


Children’s Bureau. Charts on Infant, Childhood and Maternal 
Mortality, 1949. Statistical Series, 9. Washington, D. C:, 
The Bureau, 1951. 33 pp. Processed. 


Ciocco, Antonio, and Altman, Isidore. Sickness Absenteeism 
Among White School Children in Hagerstown, Maryland, 
1940-43. Child Development 15 (2-3): 81-88, June- 
September 1944. 


Collins, Selwyn D. Illness Among Infants, With Comparative 
Mortality Data. Public Health Reports 63: 637-662, May 
14, 1948. 

Holland, Dorothy F. The Disabling Diseases of Childhood; 
Their Characteristics and Medical Care as Observed in 
500,000 Children in 83 Cities Canvassed in the National 
Health Survey, 1935-36. 1. Characteristics and Leading 
Causes. 2. Medical and Nursing Care. Public Health 
Reports 55: 135-156, January 26, 1940; 227-244, February 
9, 1940. 


PLANNING HEALTH STUDIES 


Bureau of the Budget. Measures Relating to Vital Records and 
Vital Statistics. 78th Congress, lst Session, House Docu- 
ment 242. Washington, D. C., Government Printing Office, 
1943. 264 pp. 

Cochran, William G.; Cornfield, Jerome; Hansen, Morris H. 
and Hurwitz, William N. Modern Methods in the Sam- 
pling of Human Populations. A series of three articles. 
American Journal of Public Health 41: 647-668, June 1951. 

Conference on Methods in Public Health Research, 1950. 
Methods in Public Health Research; Proceedings of a 
Conference Held Under the Auspices of the Public Health 
Study Section, National Institutes of Health, in Conjunc- 
tion With the Graduate School of Public Health, Univer- 
sity of Pittsburgh, in Stephen Foster Memorial, Pittsburgh, 
Pa., May 10-11, 1950. A series of 10 papers with discus- 
sions. American Journal of Public Health 41: 1-117, 
August 1951, part 2. 

Health Information Foundation. An Inventory of Social and 
Economic Research in Health. New York, International 
Press, 1952. 197 pp. 

United States National Committee on Vital and Health Sta- 
tistics. First Annual Report, Fiscal Year Ending June 30, 
1950. Public Health Service Publication 40. Washington, 
D. C., Government Printing Office, October 1950. 23 pp. 

United States National Committee on Vital and Health Sta- 
tistics. Report on a National Morbidity Survey. In 
preparation. 


BIBLIOGRAPHY 


Collins, Selwyn D. Sickness Surveys: References. Jn Ad- 
ministrative Medicine, Haven Emerson, editor. New York, 
Thomas Nelson and Sons, 1951. pp. 531-535. 

Public Health Service. Papers Based on Data From a June 
1938-May 1943 Sickness Survey of the Eastern Health 
District of Baltimore, Maryland. Washington, D. C., Pub- 
lic Health Service, 1952. 2 pp. Processed. 


267 


Public Health Service. The National Health Survey 1935-36. 
Part 1. Scope and Method. Part 2. Annotated Bibliog- 
raphy, 1936-50. Public Health Service Publication 85. 
Washington, D. C., Government Printing Office, 1951. 
67 pp. 

Turner, Violet B. Hagerstown Health Studies; an Annotated 
Bibliography. Public Health Service Publication 148. 
Washington, D. C., Government Printing Office, 1952. 
138 pp. 


COMPREHENSIVE HEALTH SERVICES 


PROMOTION OF HEALTH 


The Scope of the Problem 


Cannon, Ida M. On the Social Frontier of Medicine; Pioneer- 
ing in Medical Social Service. Cambridge, Harvard Uni- 
versity Press; 1952. 273 pp. 

Corwin, E. H. L., editor. Ecology of Health; Papers and Dis- 
cussions at the New York Academy of Medicine Insti- 
tute on Public Health, 1947. New York, Commonwealth 
Fund, 1949. 196 pp. 

Gladstone, Iago, editor. Social Medicine, Its Derivations and 
Objectives; the New York Academy of Medicine Institute 
on Social Medicine, 1947. 
Fund, 1949. 294 pp. 

Kershaw, John D. An Approach to Social Medicine. Ballti- 
more, Williams & Wilkins, 1946. 329 pp. 

Milbank Memorial Fund Annual Conference, November 19-20, 
1947. Backgrounds of Social Medicine. A series of eight 
papers and discussions. New York, The Fund, 1949. 202 
pp. 

Rosen, George. Society and Medical Care; an Historical 
Analysis. McGill Medical Journal 17: 410-425, December 
1948. 

Sand, René. The Advance to Social Medicine. New York, 
Staples Press, 1952. 655 pp. 

Sigerist, Henry E. Civilization and Disease. Ithaca, N. Y., 
Cornell University Press, 1943. 255 pp. 

Stieglitz, Edward J. A Future for Preventive Medicine. New 
York, Commonwealth Fund, 1945. 77 pp. 

Winslow, C.-E. A. Preventive Medicine and Health Pro- 
motion—lIdeals or Realities? Yale Journal of Biology and 
Medicine 14 (5): 443-452, May 1942. 


New York, Commonwealth 


Factors in Health Promotion 


American Medical Association Council on’ Foods and Nutri- 
tion. Handbook of Nutrition; a Symposium. Part1. In- 
dividual Nutrients. Part 2. Nutritional Needs. Part 3. 
Nutritional Deficiencies, Part 4. Foods and Their Nu- 
tritional Qualities. New York, Blakis- 
ton, 1951. 717 pp. 

American Public Health Association Committee on the Hy- 
giene of Housing. Basic Principles of Healthful Housing. 
Second edition. New York, The Committee, 1950. 34 
pp. 


268 


Second edition. 


Armstrong, Donald B.; Dublin, Louis I.; Wheatley, George M.; 
and Marks, Herbert H. Obesity and Its Relation to Health 
and Disease. Journal of American Medical Association 
147: 1007-14, November 10, 1951. 


Britten, Rollo H. New Light on the Relation of Housing to 
Health. American Journal of Public Health 32: 193-199, 
February 1942. 


Halliday, James L. Psychosocial Medicine; a Study of the 
Sick Society. First edition. New York, W. W. Norton, 
1948. 278 pp. 

Lemkau, Paul V. Mental Hygiene in Public Health. First 
edition. New York, McGraw-Hill, 1949. 396 pp. 


Milbank Memorial Fund Annual Conference, November 16-17, 
1949. Nutrition in Relation to Health and Disease; Papers 
Presented at a Round Table at the Annual Confer- 
ence * * *, New York, The Fund, 1950. 249 pp. 


Rowntree, Jennie I. The Place of Nutrition in the Health 
Education Program. American Journal of Public Health 
42: 293-298, March 1952. 

Solow, Anatole A.; Copperman, Ann; et al. American Public 
Health Association Committee on the Hygiene of Housing 
Standards for Healthful Housing; Planning the Neighbor- 
hood. Chicago, Public Administration Service, 1948. 
90 pp. 

Stare, Frederick J. Medical and Public Education in Nutri- 
tion. Nutrition Reviews 5 (1): 1-4, January 1947. 


Teleky, Ludwig. History of Factory and Mine Hygiene. New 
York, Columbia University Press, 1948. 342 pp. 


Whitehead, Floy Eugenia, and Stare, Frederick J. Health De- 
partment Assistance in Nutrition Education in Elementary 
and Secondary Schools. Public Health Reports 66: 306— 
310, March 9, 1951. 


Winslow, C.-E. A.; Chuchill, Henry S.; et al. American 
Public Health Association Committee on the Hygiene of 
Housing Standards for Healthful Housing; Construction 
and Equipment of the Home. Chicago, Public Adminis- 
tration Service, 1951. 77 pp. 


Winslow, C.-E. A.; Watkins, Eleanor M.; Andersen, Carl W.: 
et al. American Public Health Association Committee on 
the Hygiene of Housing Standards for Healthful Housing; 
Planning the Home for Occupancy. Chicago, Public Ad- 
ministration Service, 1950. 56 pp. 


Family Health Promotion 


Cherkasky, Martin. Family Health Maintenance Demonstra- 
tion. In Research in Public Health; Papers Presented at 
the 1951 Annual Conference of the Milbank Memorial Fund. 
New York, The Fund, 1952. pp. 183-197. 


Francis, Thomas, Jr. The Family Doctor; an Epidemiologic 
Concept. Journal of American Medical Association 141: 
308-311, October 1, 1949. 


Milbank Memorial Fund Annual Conference, November 17-18, 
1948. The Family as the Unit of Health. A series of 10 
papers with discussions. New York, The Fund, 1949. Ca. 
128 pp. 


Community Organization for Health 


Buell, Bradley, and associates. Community Planning for Hu- 
man Services. New York, Columbia University Press, 1952. 
464 pp. 


Gunn, Selskar, and Platt, Philip S. Voluntary Health Agen- 
cies; an Interpretive Study. Under the Auspices of the 
National Health Council. New York, Ronald Press, 
1945. 364 pp. 

Hiscock, Ira V. Community Health Organization. Fourth edi- 
tion. New York, Commonwealth Fund, 1950. 278 pp. 
Pearse, Innes H., and Crocker, Lucy H. The Peckham Experi- 
ment; a Study in the Living Structure of Society. London, 

George Allen & Unwin, 1943. 333 pp. 

‘Yolande, Lyon. Stepping Stones to a Health Council. New 

York, National Health Council. 28 pp. 


Health Education 


Derryberry, Mayhew. The Role of Health Education in a Public 
Health Program. Public Health Reports 62: 1629-1641, 
November 14, 1947. 

Eastern States Health Education Conference, 1950. Psycho- 
logical Dynamics of Health Education; Proceedings of the 
Eastern States Health Education Conference, April 13-14, 
1950. New York, Columbia University Press, 1951. 134 pp. 

Kellogg (W. K.) Foundation. An Experience in Health Educa- 
tion. Battle Creek, Mich., The Foundation, 1950. 175 pp. 

National Education Association and American Medical Associa- 
tion, Joint Committee on Health Problems in Education. 
Health Education; a Guide for Teachers and a Text for 
Teacher Education, Charles C. Wilson, editor. Fourth edi- 
tion, 1948. Washington, D. C., National Education Associa- 
tion of the United States; and Chicago, American Medical 
Association, 1948. 413 pp. 

Patterson, Raymond S., and Roberts, Beryl J. Community 
Health Education in Action. St. Louis, C. V. Mosby, 1951. 
346 pp. 

Turner, Clair E. Community Health Educator's Compendium 
of Knowledge. St. Louis, C. V. Mosby, 1951. 266 pp. 


Bibliography 


Rosenfeld, Leonard S.; Crowther, Beatrice; and Ring, Martha 
D. Social and Preventive Medicine, Content, and Teach- 
ing Methods; an Annotated Bibliography Prepared for the 
Conference on Preventive Medicine in Medical Schools. 
Washington, D. C., Public Health Service, September 1952. 
102 pp. Processed. 


PREVENTION OF DISEASE 
Defining the Current Problem 


American Public Health Association in cooperation with Public 
Health Service. The Control of Communicable Diseases 
in Man; a Report. Washington, D. C., Government Print- 
ing Office, 1950 (revised). 159 pp. 

Anderson, Gaylord W., and Arnstein, Margaret G. Communi- 
cable Disease Control; a Volume for the Health Officers 
and Public Health Nurse. Second edition. New York, 
Macmillan, 1948. 450 pp. 

Hanlon, John J. Principles of Public Health Administration. 
St. Louis, C. V. Mosby, 1950. 506 pp. 

Maxcy, Kenneth F., editor. Rosenau Preventive Medicine and 
Hygiene. Seventh edition. New York, Appleton-Century- 
Crofts, 1951. 1462 pp. 


Milbank Memorial Fund Annual Conference, April 12-13, 1944. 
New Steps in Public Health. A series of 13 papers. New 
York, The Fund, 1945. Ca. 151 pp. 

Shepard, William P., with the collaboration of Smith, Charles 
E.; Beard, Rodney Rau; and Reynolds, Leon Benedict. 
Essentials of Public Health. Second edition. Philadel- 
phia, J. B. Lippincott, 1952. 581 pp. 

Simmons, James Stevens, editor. Public Health in the World 
Today. Cambridge, Mass., Harvard University Press, 1949. 
332 pp. 

Smillie, Wilson G. Preventive Medicine and Public Health. 
Second edition. New York, Macmillan, 1952. 603 pp. 
Smillie, Wilson G. Public Health Administration in the 
United States. Third edition. New York, Macmillan, 

1947. 637 pp. 

Smith, Geddes. Plague on Us. New York, Commonwealth 
Fund, 1941. 365 pp. 

Stebbins, Ernest L. Control of the Communicable Diseases. 
In Administrative Medicine, Haven Emerson, editor. New 
York, Thomas Nelson and Sons, 1951. Ch. 30, pp. 537- 
574, 

Winslow, Charles-Edward Amory. The Conquest of Epidemic 
Disease; a Chapter in the History of Ideas. Princeton, 
N. J., Princeton University Press, 1943. 411 pp. 

Winslow, C.-E. A. The Cost of Sickness and the Price of 
Health. World Health Organization Monograph Series, 7. 
Geneva, World Health Organization, 1951. 106 pp. 


Prevention of Selected Diseases 


Allen, E. V. George E. Brown Memorial Lecture: Fifteen 
Years of Progress in Cardiovascular Disease: Role of 
American Heart Association in Research. Circulation page 
726-735, November 1950. 

Anderson, Gaylord W.; Armstrong, Charles; Casey, Albert E.; 
et al for the National Foundation for Infantile Paralysis. 
Recommended Practices for the Control of Poliomyelitis. 
American Journal of Public Health 39: 1249-52, Septem- 
ber 1949. 

Bloomfield, Arthur L. Some Problems of the Common Cold. 
Journal of American Medical Association 144: 287-292, 
September 23, 1950. 

Cameron, Charles S. Effective Cancer Control. Journal of 
Michigan State Medical Society 49: 294, March 1950. 

Chadwick, Henry D., and Pope, Alton S. The Modern Attack 
on Tuberculosis. Revised edition. New York, Common- 
wealth Fund, 1946. 134 pp. 

L’Esperance, Elsie S. Detection and Prevention of Early Can- 
cer. Medical Annals of District of Columbia 19: 183- 
190 ff., April 1950. 

Miller, Norman F. Cancer Control in Michigan. Journal of 
Michigan State Medical Society. 49: 294-297, March 
1950. 

Morton, John J. The Cancer Problem. Journal of American 
Medical Association 135: 957-963, December 13, 1947. 

Rhoads, C. P. Advances in Treatment of Malignant Disease. 
Bulletin of New York Academy of Medicine 25: 271-284, 
May 1949. 

Vonderlehr, R. A., and Heller, J. R. The Control of Venereal 
Disease. New York, Reynal & Hitchcock, 1946. 246 pp. 


269 


Newer Techniques 


Breslow, Lester. Multiphasic Screening Examinations—an Ex- 
tension of the Mass Screening Technique. American 
Journal of Public Health 40: 274-278, March 1950. 


Public Health Service. Community-Wide Chest X-ray Survey. 
Public Health Service Publication 222. Washington, D. C., 
Government Printing Office, 1952. 117 pp. 

Roemer, Milton I. A Program of Preventive Medicine for the 
Individual. Milbank Memorial Fund Quarterly 23 (3): 
209-226, July 1945. 

Scheele, Leonard A. Current Experience in Multiphasic 
Health Examinations; Orientation and Background. 
American Journal of Public Health 41: 635-639, June 1951. 


Smillie, Wilson G. “Multiphasic” Screening Tests. Journal 


of American Medical Association 145: 1254-56, April 21, 
1951. 


DIAGNOSIS AND TREATMENT 
The Physician in Modern Society 


Binger, Carl. The Doctor’s Job. New York, W. W. Norton, 
1945. 243 pp. 


Brown, Esther Lucile. Physicians and Medical Care. New 
York, Russell Sage Foundation, 1937. 202 pp. 


Peabody, Francis Weld. Doctor and Patient; Papers on the 
Relationship of the Physician to Men and Institutions. 
New York, Macmillan, 1930. 95 pp. 


Rappleye, Willard C. The Physician in Modern Society. 
Diplomate 22: 245-251, November 1950. 


The General Practitioner and the Specialist 


American Academy of General Practice Commission on Edu- 
cation. Internships and Residency Training for General 
Practice. GP 4 (5): 147-149 ff., November 1951. 

American Academy of General Practice Commission on Edu- 
cation. Medical Study Courses for the General Practi- 
tioner. GP 4 (3): 143-145 ff., September 1951. 

American Academy of General Practice Commission on Edu- 
cation. Undergraduate Education for General Practice; a 
Report. GP 6 (1): 133-154, July 1952. 

Clark, Donald M. The General Practitioner and the Special- 
ist. Jn Medicine Today; The March of Medicine, 1946. 
New York Academy of Medicine Lectures to the Laity, 
Number 11. New York, Columbia University Press, 
1947. pp. 54-69. 


Collings, J. S. General Practice in England Today—a Recon- 


naissance. Lancet 1: 555-585, March 25, 1950. 
Johnson, Victor. Implications of Current Trends Toward 
In Trends in Medical Education; Pro- 
ceedings of the New York Academy of Medicine Institute 
on Medical Education, 1947, Mahlon Ashford, editor. New 


York, Commonwealth Fund, 1949. pp. 173-178. 


Stalker, M. R. Aspects of General Practice. McGill Medica: 
Journal 17: 107-121, February 1948, 


Specialization. 


270 


Special Aspects of the Problem 


Cannon, Ida M. Some Clinical Aspects of Social Medicine. 
New England Journal of Medicine 234: 20-23, January 3, 
1946. 


Foote, Cone, and Belding for California Medical Association. 
Survey of Public Relations of the California Medical Pro- 
fession; a Survey of 5,090 Personally Conducted Inter- 
views With a Representative Cross-Section of the Popula- 
tion of the State of California, Made During the Month 
of November, 1943. California Medical Association, Jan- 
uary 1944, 232 pp. Processed. 


Jensen, Frode; Weiskotten, H. G.; and Thomas, Margaret A. 
Medical Care of the Discharged Hospital Patient. New 
York, Commonwealth Fund, 1944. 94 pp. 

Richardson, Henry B. Patients Have Families. 
Commonwealth Fund, 1945. 408 pp. 

Waterson, Rollen, and Tibbits, William. The Doctor-Patient 


Relationship; a Psychological Study. GP 4 (4): 93-109, 
October 1951. 


New York, 


Quality of Medical Care 


American Public Health Association Committee on Administra- 
tive Practice. The Quality of Medical Care in a National 
Health Program; a Statement by the Subcommittee on 
Medical Care. American Journal of Public Health 39: 
898-924, July 1949. 

Daily, Edwin F. Improving the Quality of Medical Care; 
Sound Principles of Administration. American Journal 
of Public Health 39: 337-339, March 1949. 

Frothingham, Channing. Necessary Measures to Insure Good 
Quality Medical Care. Jn Report of the Conference on 
the Problems of Medical Care, Washington, D. C., Decem- 
ber 8-9, 1944. New York, Physicians Forum. pp. 9-13. 
Processed. 


Reed, Louis S., and Clark, Dean A. Appraising Public Med- 
ical Services. American Journal of Public Health 31: 421— 
430, May 1941. 

Rothman, Phillip E. The Quality of Medical Care. In The 
Pediatrician and the Public. Pediatrics 9: 243-248, Febru- 
ary 1952. 

Weinerman, Richard E. Appraisal of Medical Care Programs. 
American Journal of Public Health 40: 1129-34, Sep- 
tember 1950. 


REHABILITATION 


Nature and Significance of the Problem 


Baruch Committee on Physical Medicine. Report of the 
Baruch Committee on Physical Medicine, April 1944. 
120 pp. 

Felton, Jean Spencer. Job Performance of Physically Impaired 
Persons in Industry. Occupational Medicine 5: 466-495, 
May 1948. 


Hanson, Stanwood L. Disabled Men Work Again. American 
Journal of Public Health 42: 787-790, July 1952. 


Office of Defense Mobilization Task Force on the Handicapped. 
Report to the Chairman, Manpower Policy Committee, Of- 


fice of Defense Mobilization. Washington. D. C., Office of 
Defense Mobilization, January 25, 1952. Ca. 87 pp. 
Processed. 

Office of Vocational Rehabilitation. Annual Report, 1951. 
Washington, D. C., Government Printing Office, 1952. 
24 pp. 

Rusk, Howard A., and Taylor, Eugene J. New Hope for the 
Handicapped; the Rehabilitation of the Disabled From 
Bed to Job. New York, Harper & Brothers, 1949. 231 pp. 

Soden, William H., editor. Rehabilitation of the Handicapped; 
a Survey of Means and Methods. New York, Ronald Press, 
1949. 399 pp. 


Health Services in Rehabilitation 


Barker, Roger G.; Wright, Beatrice A.; and Gonick, Mollie R. 
Adjustment to Physical Handicap and Illness; a Survey 
of the Social Psychology of Physique and Disability. 
Social Science Research Council Bulletin 55. New York, 
The Council, 1946. 372 pp. 


Buchwald, Edith. Physical Rehabilitation for Daily Living. 
First edition. New York, McGraw-Hill, 1952. 183 pp. 
Elledge, Caroline H. The Rehabilitation of the Patient; 
Social Casework in Medicine. Philadelphia, J. B. Lip- 

pincott, 1948. 112 pp. 

Garrett, James F., editor. Psychological Aspects of Physical 
Disability. Office of Vocational Rehabilitation Service 
Series, 210. Washington, D. C., Government Printing 
Office, 1952. 195 pp. 

Hamilton, Kenneth W. Counseling the Handicapped in the 
Rehabilitation Process. New York, Ronald Press, 1950. 
296 pp. 

Kessler, Henry H., et al. The Principles and Practices of 
Rehabilitation. Philadelphia, Lea & Febriger, 1950. 
448 pp. 

Krusen, Frank H. The Future of Physical Medicine, With 
Special Reference to the Recommendations of the Baruch 
Committee on Physical Medicine. Journal of American 
Medical Association 125: 1093-97, August 19, 1944. 

Krusen, Frank H. Physical Medicine; the Employment of 
Physical Agents for Diagnosis and Therapy. Philadelphia, 
W. B. Saunders, 1941. 846 pp. 

Morrissey, Alice B. Rehabilitation Nursing. New York, G. P. 
Putnam’s Sons, 1951. 299 pp. 

Rennie, Thomas A. C.; Burling, Temple; and Woodward, 
Luther E. Vocational Rehabilitation of Psychiatric Pa- 
tients. New York, Commonwealth Fund, 1950. 133 pp. 


Community Programs 


Baruch Committee on Physical Medicine. Report on a Com- 
munity Rehabilitation Service and Center (Functional 
Plan). New York, The Committee, 1946. 24 pp. 

Hinshaw, David. Take Up Thy Bed and Walk. New York, 
G. P. Putnam’s Sons, 1948. 262 pp. 

Office of Vocational Rehabilitation. Community Organization 
for Vocational Rehabilitation; Here’s How To Do It. 
Washington, D. C., Office of Vocational Rehabilitation. 
22 pp. Processed. 

United Mine Workers of America. Welfare and Retirement 


Fund. Rehabilitation of the Disabled. Washington, D. C., 
The Fund, 1951. 28 pp. 


Bibliography 


National Society for Crippled Children and Adults. Books in | 
Print on Rehabilitation; an Annotated List of Selected 
Titles From the Library of the National Society for Crip- 
pled Children and Adults. Chicago, The Society, January 
1952 (revised). 30 pp. Processed. Bulletin on Current 
Literature, a Monthly. Pamphlets in Print on Rehabilita- 
tion; a Checklist of Free and Inexpensive Materials, Octo- 
ber 1951. 44 pp. Processed. 

President’s Committee on. National Employ the Physically 
Handicapped Week. Employing the Physically Handi- 
capped; a Bibliography. Department of Labor Bureau of 
Labor Standards Bulletin 146. Washington, D. C., Gov- 
ernment Printing Office, February 251. 72 pp. 


Riviére, Maya. Rehabilitation of the Handicapped; a Bibli- 
ography, 1940-1946. New York, National Council on Reha- 
bilitation, 1949, 2 volumes, 998 pp. 


SPECIAL HEALTH PROBLEMS 
CHRONIC ILLNESS 
The Scope of the Problem 


Boas, Ernst P. The Unseen Plague, Chronic Disease. New 
York, J. J. Augustin, 1940. 121 pp. 

Perrott, George St.J. The Problem of Chronic Disease. Psy- 
cosomatic Medicine 7: 21-27, January 1945. 


Stieglitz, Edward J. Chronic Illness and Senescence. Journal 
of American Medical Association 150; 481-487, October 4, 
1952. 


Preventive Aspects 


Levin, Morton L. Detection of Chronic Disease. Journal of 
American Medical Association 146: 1397-1401, August 11, 
1951. 


National Conference on Chronic Disease. Preventive Aspects 
of Chronic Disease; Proceedings of Conference, March 
12-14, 1951, Sponsored by Commission on Chronic Illness, 
National Health Council, and Public Health Service. 
Raleigh, N. C., Health Publications Institute, 1952, 311 pp. 


Medical Care 
Bluestone, E. M.; Field, Minna; Schless, Bessie; and Cher- 


kasky, Martin. Home Care; Origin, Organization, and 
Present Status of the Extra-Mural Program of Montefiore 
Hospital. A collection of 13 articles reprinted from various 
periodicals, and the Montefiore Hospital Department of 
Home Care Second Annual Report, January 1, 1948-Jan- 
uary 1, 1949. New York, Montefiore Hospital, 1949. 56 pp. 

Bortz, Edward L. The Chronic Invalid. Journal of American 
Medical Association 138: 745-747, November 6, 1948. 

Cherkasky, Martin. The General Hospital Is the Place for 
the Care of the Chronically Ill. Modern Hospital 79 
(1): 98 ff, July 1952. 

Kinnaman, Joseph H. Planning for the Chronically Ill—a 
Cooperative Task. New York State Journal of Medicine 
49: 527-530, March 1, 1949. 


271 


Levin, Morton L. An Approach to the Problem of Long-Term 
Care. Modern Hospital 75 (5): 55-61, November 1950. 


Merrill, At P. The Nation’s No. 1 Health Problem: Chronic 
Disease. Modern Hospital 78 (1): 51-54 ff., January 1952. 


National Social Welfare Assembly National Committee on the 
Aging, Committee on Standards for Sheltered Care. Pre- 
liminary Summary of Information Regarding State Regula- 
tory Programs for Licensing and/or Standard-Setting for 
the Sheltered Care of Older People. New York, National 
Social Welfare Assembly National Committee on the 
Aging, June 30, 1952. 24 pp. Processed. 

Potter, Ellen C. Improving and Maintaining Standards in 
Nursing Homes. Public Welfare 9: 145-147, June 1951. 


Rubin, Eli H., consulting editor. Symposium on the Treatment 
of Long-Term Illness. A series of 20 articles. Medical 
Clinics of North America, Nationwide Number: 293-606, 
March 1949. 


Preblems of Selected Chronic Diseases 


National Conference on Cardiovascular Diseases. Proceedings, 
First National Conference on Cardiovascular Diseases. 
New York, American Heart Association in cooperation 
with Public Health Service National Heart Institute, 1950. 
259 pp. 

National Cancer Conference. Procedings of the First National 
Cancer Conference. American Cancer Society and Public 
Health Service National Cancer Institute, 1949. 310 pp. 


National Tuberculosis Association Annual Meeting, 1950. 
Transactions of the Forty-Sixth Annual Meeting, Washing- 
ton, D. C., April 24-28, 1950. New York, The Association, 
1950. 551 pp. 


Community Planning 


American Hospital Association, American Medical Association, 
American Public Health Association, and American Public 
Welfare Association. Planning for the Chronically Ill; 
a Joint Statement of Recommendations. Hospitals 21 (11): 
108 ff., November 1947; Journal of American Medical 
Association 135: 343-347, October 11, 1947. American 
Journal of Public Health 37: 1256-66, October 1947; Pub- 
lic Welfare 5: 218-224, October 1947. 


California State Department of Public Health, et. al. A Chronic 
Disease Program for California; Report of the California 
Chronic Disease Investigation. San Francisco, The De- 
partment, January 1949. 218 pp. 


Commission on Chronic II]ness. Model Community Survey; 
Chronic Illness Facilities and Services, Scope and Sched- 
ules (Preliminary). Chicago, The Commission, Septem- 
ber 1951. 81 pp. Processed. 


Commission on Chronic I]Iness Meeting. Proceedings of First 
Meeting, Friday, May 20, 1949. Chicago, The Commis- 
sion, 1949. 73 pp. 


Connecticut Commission on the Care and Treatment of the 
Chronically Ill, Aged, and Infirm. Care of the Chronically 
Ill; the Connecticut Plan. Rocky Hill, Conn., The Com- 
mission % State Veterans’ Hospital, 1950. 22 pp. 

Institute of Medicine of Chicago, Central Service for the 
Chronically Ill. The Central Service for the Chronically Ill 


272 


of the Institute of Medicine of Chicago; Its History, Func- 
tions, and Administrative Organization. Chicago, The 
Service. 21 pp. Processed. 

Institute of Medicine of Chicago, Central Service for the Chron-- 
ically Ill. Terminal Care for Cancer Patients; a Survey of 
the Facilities and Services Available and Needed for the 
Terminal Care of Cancer Patients in the Chicago Area. 
Chicago, The Service, 1950. 211 pp. 

Krueger, Dean E. Community Welfare Councils; Recent Ac- 
tivities to Expand or Establish New Chronic Illness Pro- 
grams. Chronic II]Iness News Letter 2 (3): 2-3, March 
1951. 


New York State Health Preparedness Commission (also known 
as New York State Commission to Formulate a Long Range 
Health Program). A Program for the Care of the Chron- 
ically Ill in New York State. Legislative Document (1947) 
69. Albany, Williams Press, 1947. 109 pp. 


Bibliography 


Turner, Violet B. Chronic Illness; Digests of Selected Refer- 
ences. Public Health Service Publication 10. Washing- 
ton, D. C., Government Printing Office, 1951. 216 pp. 


MENTAL ILLNESS 
The Scope of the Problem 


Deutsch, Albert. The Mentally Ill in America; a History of 
Their Care and Treatment From Colonial Times. Second 
edition, revised and enlarged. New York, Columbia Uni- 
versity Press, 1949. 555 pp. 


Dysinger, Robert H., editor. Mental Health in the United 
States. Annals of American Academy of Political and 
Social Science. In preparation. 


Group for the Advancement of Psychiatry. Statistics Pertinent 
to Psychiatry in the United States Compiled by Hospital 
Committee. Report 7, March 1949. Topeka, The Group, 
1949. 10 pp. 


Menninger, William C. Psychiatry; Its Evolution and Present 
Status. Ithaca, N. Y., Cornell University Press, 1948_ 
138 pp. 

Rennie, Thomas A. C., and Woodward, Luther E. Mental 


Health in Modern Society. New York, Commonwealth 
Fund, 1948. 424 pp. 


Epidemiology 


Faris, Robert E. L., and Dunham, H. Warren. Mental Dis- 
orders in Urban Areas; an Ecological Study of Schizo- 
phrenia and Other Psychoses. Chicago, University of Chi- 
cago Press, 1939. 270 pp. 

Felix, R. H., and Bowers, R. V. Mental Hygiene and Socio- 
Environmental Factors. Milbank Memorial Fund Quar- 
terly 26 (2): 125-147, April 1948. 

Goldhamer, Herbert, and Marshall, Andrew W. The Fre- 
quency of Mental Disease; Long-Term Trends and Present 
Status. Santa Monica, Calif.. Rand Corporation, July 
1949. 69 pp. 

Gordon, John E.; O’Rourke, Edward; Richardson, F. L. W., Jr.; 
and Lindemann, Erich. The Biological and Social Sci- 


ences in an Epidemiology of Mental Disorder. American 
Journal of Medical Sciences 223: 316-343, March 1952. 
Malzberg, Benjamin. Social and Biological Aspects of Mental 
Disease. Utica, N. Y., State Hospitals Press, 1940. 360 pp. 
Milbank Memorial Fund Annual Conference, November 16- 
17, 1949. Epidemiology of Mental Disorder. A series of 
eight papers. New York, The Fund, 1950. 198 pp. 


Health Services 


American Psychiatric Association Mental Hospital Institute, 
October 16-19, 1950. Proceedings of the Second Mental 
Hospital Institute, Winifred Overholser and staff of Ameri- 
can Psychiatric Association Mental Hospital Service, edi- 
tors. Washington, D. C., The Association, 1951. 214 pp. 


Association for Research in Nervous and Mental Disease. 
Life Stress and Bodily Disease; Proceedings of the Asso- 
ciation, December 2-3, 1949. Baltimore, Williams & Wil- 
kins, 1950. 1135 pp. 


Crutcher, Hester B. Foster Home Care for Mental Patients. 
New York, Commonwealth Fund, 1944. 199 pp. 


Group for the Advancement of Psychiatry. Committee on Psy- 
chiatric Social Work. The Psychiatric Social Worker in 
the Mental Hospital; Report of the Committee on Psy- 
chiatric Social Work, Group for the Advancement of Psy- 
chiatry, Minneapolis, Minn., June 28-30, 1947. Bulletin 
of Menninger Clinic 11: 188-197, November 1947. 

Pennell, Maryland Y.; Cameron, Dale C.; and Kramer, Mor- 
ton. Mental Health Clinic Services for Children in the 
United States, 1950. Public Health Reports 66: 1559- 
72, November 30, 1951. 


Preston, George H. The Substance of Mental Health. New 
York, Rinehart, 1943. 147 pp. 


Legal Aspects 


Weihofen, Henry. Hospitalizing the Mentally Ill. Michigan 
Law Review 50 (6): 837-872, April 1952. 


Community Organization for Mental Health 


Barhash, A. Z.; Bentley, Mary C.; Kirkpatrick, Milton E.; and 
Sanders, Helen A. The Organization and Function of the 
Community Psychiatric Clinic. New York, National Asso- 
ciation for Mental Health. In press. 

Ginsburg, Ethel L. Public Health Is People; Report on an 
Institute on Mental Health in Public Health Held at 
Berkeley, Calif., 1948. New York, Commonwealth Fund, 
1950. 241 pp. 


National Association for Mental Health. Directory of Psychi- 
atric Clinics and Other Resources in the United Statee 
1952 edition. New York, The Association. In press. 


Bibliography 


Menninger, Karl A. with the collaboration of George Devereux. 
A Guide to Psychiatric Books With a Suggested Basic 
Reading List. Menninger Clinic Monograph Series, Ms 
New York, Grune & Stratton, 1950. 148 pp. 

National Association for Mental Health. Recommended Books 
for a Mental Health Library. Revised March 1952. Edu- 


cation Bulletin 2. New York, The Association, 1952. 
4 pp. 


Public Health Service. Catalog: Mental Health Pamphlets 
and Reprints Available for Distribution, 1951. Third edi- 
tion, October 1951. Public Health Service Publication 19. 
Washington, D. C., Government Printing Office, 1951. 
53 pp. 


DENTAL DISEASE AND DEFECTS 


The Scope of the Problem 


American Dental Association. A Dental Health Program for 
the United States. Chicago, The Association, 1945. 10 pp. 


American Dental Association Council of Dental Health. Dental 
Health Program for Elementary and Secondary Schools. 
Chicago, The Association, 1947. 40 pp. 


Carr, Malcolm W. Dentistry; an Agency of Health Service, 
New York, Commonwealth Fund, 1946. 219 pp. 

Pelton, Walter J., and Wisan, Jacob M., editors, for American 
Public Health Association, Dental Health Section. Den- 
tistry in Public Health. Philadelphia, W. B. Saunders, 
1949. 363 pp. 


Incidence and Prevalence of Dental Defects 


Hollander, Franklin, and Dunning, James M. A Study by Age 
and Sex of the Incidence of Dental Caries in over 12,000 
Persons. Journal of Dental Research 18: 43-60, February: 
1939. 

Klein, Henry. The Epidemiology of Dental Disease; Collected 
Papers of Henry Klein, 1937-47. Washington, D. C., 
Public Health Service, 1948. Ca. 481 pp. 


Massler, Maury; Cohen, Abram; and Schour, Isaac. Epedimi- 
ology of Gingivitis in Children. Journal of American Den- 
tal Association 45: 319-324, September 1952. 

Selective Service System. Analysis of Results of Physical 
Examination; Teeth Defects. Chapter 15 in Physical Ex- 
amination of Selective Service Registrants. Special Mono- 
graph 15, volume 1. Washington, D. C., Government 
Printing Office, 1948. Vol. 1, pp. 169-171. 


Sloman, Ernest G., and Sharp, James B. Extent of Dental 
Caries and Condition of Teeth of San Francisco High 
School Students. Journal of California State Dental As- 
sociation 16: 89-120, May-June 1940. 

Taber, Loren, editor. Sugar and Dental Caries, a Symposium; 
Presented as Part of the Eightieth Annual Meeting, Cali- 
fornia State Dental Association, April 24-26, 1950, San 
Francisco, Calif. A series of eight papers presented in two 
sections. 1. Dental Medicine. 2. Research. Journal 
of California State Dental Association 26 (3): 1-95, May- 
June 1950, Supplement. 


Toverud, Guttorm; Cox, Gerald J.; Finn, Sidney B.; et al. 
A Survey of the Literature of Dental Caries. Prepared for 
the National Research Council Food and Nutrition Board. 
National Academy of Sciences National Research Council 
Publication 225. Washington, D. C., The Council, 1952, 
567 pp. 


Wertheimer, Fred, and Donnelly, Charles J. A Study of the 
Dental Conditions of 7,373 Michigan Children; a Summary 


273 


of the Findings. Journal of Michigan State Dental Asso- 
ciation 34: 26-28, February 1952. 


Treatment Needs 


Beck, Dorothy Fahs, assisted by Jessup, Mary Frost. Costs of 
Dental Care for Adults Under Specific Clinical Conditions; 
an Exploration of General Issues on the Basis of Initial and 
Maintenance Care Experience of 485 Patients of Denta! 
Health Service, New York City. American College of Den- 
tists, 1943. 306 pp. 

Bertrand, Alvin L., and Hitt, Homer L. Parental Attitudes and 
Dental Care for Children, a Study in Selected Rural Areas 
of Louisiana. Baton Rouge, Louisiana Agricultural Ex- 
periment Station in cooperation with State Health Depart- 
ment, 1948. 33 pp. 

Britten, Rollo H. A Study of Dental Care in Detroit, Mich. 
Public Health Reports 53: 446-459, March 25, 1938. 

Collins, Selwyn D. Frequency of Dental Services Among 9,000 
Families, Based on Nation-Wide Periodic Canvasses, 1928- 
31. Public Health Reports 54: 629-657, April 21, 1939. 

Collins, Selwyn D.; Phillips, F. Ruth; and Oliver, Dorothy S. 
Dental, Eye, and Preventive Services Received by an Ob- 
served Population; a Sample of White Families Canvassed 
at Monthly Intervals in the Eastern Health District of 
Baltimore, 1938-43. Public Health Service Publication. 
In preparation. 

Klein, Henry. Yearly Incidence of Dental Need in Adults. 
Journal of American Dental Association 32: 580-601, 
May 1, 1945. 

Price, W. C.; Sciullo, P. A.; and Stilley, V. Dental Health 
Service as a Function of Preventive Pediatric Care. 
Journal of Pediatrics 39: 206-210, August 1951. 

Walls, Raymond M.; Lewis, Samuel R.; and Dollar, Melvin L. 
A Study of the Dental Needs of Adults in the United States. 
Chicago, American Dental Association, 1941. 113 pp. 


Fluoridation 


Ast, David B.; Finn, Sidney B.; and Chase, Helen C. New- 
burgh-Kingston Caries Fluorine Study. 3. Further Analy- 
sis of Dental Findings Including the Permanent and Decid- 
uous Dentitions After Four Years of Water Flouridation. 
Journal of American Dental Association 42: 188-195, 
February 1951. 

Dean, H. Trendley; Arnold, Francis A., Jr.; et al. Studies on 
Mass Control of Dental Caries Through Fluoridation of 
the Public Water Supply. Public Health Reports 65: 
1403-08, October 27, 1950. ° 

Dean, H. Trendley. Post-War Implications of Fluorine and 
Dental Health; Epidemiological Aspects. American Jour- 
nal of Public Health 34: 133-143, February 1944. 

Moulton, Forest Ray, editor. Dental Caries and Fluorine. 
Washington, D. C., American Association for the Ad- 
vancement of Science, 1946. 111 pp. 


Other Community Measures 
Franzen, Raymond. Public Health Aspects of Dental Decay 


in Children. School Health Research Monograph 3. New 
York, American Child Health Association, 1930. 121 pp. 


274. 


Fulton, John T. A National Dental Care Program; Presenta- 
tion of the Dental Problem. Journal of American Dental 
Association 32: 1244-47, October 1, 1945. 


Morris, Emory W. The Utilization of Community Resources 
in the Health Program. Journal of American Dental As- 
sociation 26: 493-505, March 1939. 


Stroud, Howard J., and Brumback, Clarence L. A Dental 
Health Program for Your Community. American Journal — 
of Public Health 40: 1423-27, November 1950. 


Bibliography 


American Dental Association. Index to Dental Literature in 
the English Language. Chicago, The Association, An- 
nually. 


ENVIRONMENTAL HEALTH 


The General Problem 


Hollis, Mark D. The Environmental Health Program of the 
United States Public Health Service. A.M.A. Archives 
of Industrial Hygiene and Occupational Medicine 5: 580- 
586, June 1952. 


Phelps, Earle B., et al. Public Health Engineering; a Text- 
book of the Principles of Environmental Sanitation. Vol- 
ume 1. Part 1, The Air Contact; part 2, The Water Con- 
tact. Volume 2. Part 3, The Food Contact. New York, 
John Wiley & Sons. Vol. 1, 1948, 655 pp.; Vol. 2, 1950, 
213 pp. 


Public Health Service. Environment and Health; Problems of 
Environmental Health in the United States and the Public 
Health Service Programs Which Aid States and Commu- 
nities in Their Efforts To. Solve Such Problems. Public 
Health Service Publication 84. Washington, D. C., Gov- 
ernment Printing Office, 1951. 152 pp. 


Wolman, Abel. Lemuel Shattuck—Still a Prophet; Sanitation 
of Yesterday—But What of Tomorrow? American Journal 
of Public Health 39: 145-150, February 1949. 


World Health Organization Expert Committee on Environ- 
mental Sanitation. Second Report. Technical Report 
Series, 47. Geneva, World Health Organization, June 1952. 
21 pp. 


Food Sanitation 


Adams, H. S. Milk and Food Sanitation Practice. New York, 
Commonwealth Fund, 1947. 311 pp. 


Water and Water Pollution Control 


Babbitt, Harold E., and Doland, James J. Water Supply Engi- 
neering. Fourth edition. New York, McGraw-Hill, 1949. 
637 pp. 


Department of Agriculture; Conference of Municipal Public 
Health Engineers; Conference of State Sanitary Engineers, 
et al.; Joint Committee on Rural Sanitation. Individual 
Water Supply Systems; Recommendations of the Joint 
Committee on Rural Sanitation. Public Health Service 
Publication 24. Washington, D. C., Government Printing 
Office, 1950 (revised). 61 pp. 


Hagedorn, George G.; Snider, Robert G.; Green, Roy R.; and 
Bergen, Stephen W. Water in Industry; a Survey of Water 
Use in Industry by the National Association of Manufac- 
turers and the Conservation Foundation. New York, The 
Association; and the Foundation, December 1950. 51 pp. 

President’s Materials Policy Commission. Resources for Free- 
dom; a Report to the President. Report 9. Water for 
United States Industry. In Volume 5. Selected Reports to 
the Commission. Washington, D. C., Government Printing 
Office, June 1952. pp. 83-98. 

President’s Water Resources Policy Commission. Report. 
Volume 1. A Water Policy for the American People; Gen- 
eral Report. Volume 2. Ten Rivers in America’s Future. 
Volume 3. Water Resources Law. Washington, D. C., 
Government Printing Office, 1950. Vol. 1, 445 pp.; vol. 2, 
801 pp.; vol. 3, 777 pp. 

Public Health Service. Manual of Recommended Water-Sani- 
tation Practice; Recommended by the Public Health 
Service, 1946. Public Health Bulletin 296. Washington, 
D. C., Government Printing Office, 1949. 40 pp. 

Public Health Service. Water Pollution in the United States; 
a Report on the Poltuted Condition of Our Waters and 
What Is Needed to Restore Their Quality. Public Health 
Service Publication 64. Washington, D. C., Government 
Printing Office, 1951. 44 pp. 

Roberts, A. B. Certain Aspects of Power, Irrigation and 
Flood Control Projects; a Report With Recommenda- 
tions Prepared for the Commission on Organization of the 
Executive Branch of the Government. Task Force Re- 
port on Water Resources Projects, Appendix K. Wash- 
ington, D. C., Government Printing Office, January 1949. 
65 pp. 

United States House of Representatives Committee on Public 
Works Subcommittee on Rivers and Harbors. Extension of 
Water Pollution Control Act; Hearings Before the Sub- 
committee * * * 82d Congress, 2d Session, on H. R. 
6856, A Bill to Extend the Duration of the Water Pollu- 
tion Control Act, April 8, and May 20, 1952. Washington, 
D. C., Government Printing Office, 1952. 85 pp. 


Newer Aspects of the Problem 


Federal Civil Defense Administration. Health Services and 
Special Weapons Defense. Publication AG-11-1. Wash- 
ington, D. C., Government Printing Office, December 
1950. 260 pp. 

Plough, Harold H. Radiation Tolerances and Genetic Effects. 
Nucleonics 10 (8) : 16-20, August 1952. 

Williams, Edwin G. Radiological Health. Nucleonics 8 (5): 
42-43, May 1951. 

United States Technical Conference on Air Pollution. Air 
Pollution; Proceedings of the United States Technical 
Conference on Air Pollution, Sponsored by the Interde- 
partmental Committee on Air Pollution. New York, 
McGraw-Hill, 1952. 847 pp. 


Other Problems 


American Public Health Association and Conference of State 


Sanitary Engineers, Joint Committee on Bathing Places. 
Recommended Practice for Design, Equipment and Opera- 


237124—53——19 


tion of Swimming Pools and Other Public Bathing Places; 
an Official Report of the American Public Health Associa- 
tion. New York, The Association, 1942. 57 pp, 

Dawes, J. C. The Storage, Collection, and Disposal of Do- 
mestic Refuse (Including Garbage) in the U. S. A.; 
Report With Observations and Recommendations. World 
Health Organization Series. London, Ministry of Health, 
January 19, 1950. Reproduced by United States Public 
Health Service, June 18, 1952. Ca. 23 pp. Processed. 

Foster, William S. The Elements of Refuse Collection and 
Disposal. Part 5. Conclusion. American City 66 (7): 
118-120, 151, July 1951. 


Bibliography 


Barron, J. Lloyd, and Henderson, John M. The Public Health 
Engineer’s Bookshelf. American Journal of Public Health 
42: 353-363, April 1952. 

Heimann, Harry; Brooks, H. Morton; and Schmidt, Donald G. 
Biological Aspects of Air Pollution; an Annotated Biblio- 
graphy. Washington, D. C., Public Health Service, April 
1950. Ca. 135 pp. 

Public Health Service. Source Materials on Water Pollution 
Control. Public Health Service Publication 243. Wash- 
ington, D. C., Public Health Service, 1952. 23 pp. 
Processed. 

Van Derwerker, Ralph J., and Weaver, Leo. Refuse Collection 
and Disposal; a Bibliography 1941-50. Public Health 
Service Publication 91. Washington, D. C., Public Health 
Service, July 1951. 90 pp. Processed. 1951 Supplement 
to Refuse Collection and Disposal; a Bibliography. Wash- 
ington, D. C., Public Health Service, May 1952. 12 pp. 
Processed. 


ACCIDENTS 


Facts and Figures 


Bureau of Labor Statistics. Work Injuries in the United States 
During 1950; a Collection of Basic Work-Injury Data for 
Each of the Major Industries in the United States. Bul- 
letin 1098. Washington, D. C., Government Printing Office, 
1952. 33 pp. 

Collins, Selwyn D. The Risk of Accident at Home, in Public 
Places, and at Work. Public Health Service Publication. 
In preparation. 

Collins, Selwyn D.; Phillips, F. Ruth; and Oliver, Dorothy S. 
Accident Frequency by Specific Cause and by Nature and 
Site of Injury, as Recorded in a General Morbidity Survey; 
Sample of Families, Canvassed at Monthly Intervals in 
the Eastern Health District of Baltimore, 1938-43. Pub- 
lic Health Service Publication 249, Washington, D. C,, 
Government Printing Office. In press. 

Dickinson, Frank G., and Welker, Everett L. What Is the 
Leading Cause of Death? Two New Measures. Ameri- 
can Medical Association Bureau of Medical Economic Re- 
seach Bulletin 64. Chicago, The Association, 1948. 
25 pp. 

Kansas State Board of Health. Kansas Accidental Death 
Report. 1950 edition; eighteenth annual report. To- 
peka, The Board, 1950. 73 pp. Processed. 


275 


National Safety Council. Accident Facts, 1951 Edition. Chi- 
cago, The Council, 1951. 96 pp. 

Public Health Service. Accident Fatalities in the United 
States, 1949. Vital Statistics‘Special Reports; National 
Summaries 36 (19): 365-383, July 8, 1952. 

Public Health Service. Motor-Vehicle Accident Fatalities, 
United States, 1949. Vital Statistics-Special Reports; Na- 
tional Summaries 36 (21): 414465, July 31, 1952. 

Rush, John D. Analysis of 17,906 Fatal Farm-Work Accidents 
in the United States, 1940-48. Washington, D. C., Bu- 
reau of Agricultural Economics, April 1951. 23 pp. 
Processed. 

Senf, Catherine. The Farm Accident Situation in 1948. Chi- 
cago, National Safety Council; and Washington, D. C., 
Department of Agriculture. 8 pp. 


Factors in Accidents 


Armstrong, Donald B., and Cole, W. Graham. Persistent Haz- 
ards in the Home Accident Pattern. American Journal of 
Public Health 39: 1434-38, November 1949. 

Brightman, I. Jay; McCaffrey, Isabel; and Cook, Leonard P. 
Mortality Statistics as a Direction Finder in Home Acci- 
dent Prevention. American Journal of Public Health 42: 
840-848, July 1952. 

DeSilva, Harry R. Why We Have Automobile Accidents. New 
York, John Wiley & Sons, 1942. 394 pp. 

Johnson, Ralph J., and Pond, M. Allen. Health Standards of 
Housing for the Aging Population. Journal of Geron- 

tology 7: 254-258, April 1952. 


Prevention Through Community Organization 


Dietrich, Harry F. Accidents, Childhood’s Greatest Physical 
Threat, Are Preventable. Journal of American Medical 
Association 144: 1175-79, December 2, 1950. 

Dietrich, Harry F. Clinical Application of the Theory of Ac- 
cident Prevention in Childhood. American Journal of 
Public Health 42: 849-855, July 1952. 

Kent, Frederick S., and Pershing, Madeline. Home Accident 
Prevention Activities. Public Health Reports 67: 541-546, 
June 1952. 

President’s Highway Safety Conference. Priorities in the 
Action Program; 1950-51 Inventory and Guide for Action. 
Washington, D. C., Government Printing Office, 1950. 
85 pp. 

Prothro, W. B. Home Accident Prevention; a Research Pro- 
gram. American Journal of Public Health 41: 954-958, 
August 1951, part 1. 

Roberts, Helen L. A Community Surveys Its Home Accidents. 
American Journal of Public Health 41: 1118-21, September 
1951. 


Bibliography 


National Research Council Highway Research Board. A 
Selected Bibliography on Highway Safety (Annotated). 
Bibliography 2. Washington, D. C., The Board, 1947. 
46 pp. 


276 


HEALTH PROBLEMS OF CERTAIN 
POPULATION GROUPS 


MOTHERS AND CHILDREN 
General Scope of the Problem 


American Academy of Pediatrics Committee for the Study of 
Child Health Services, with the cooperation of the Public 
Health Service and the Childrens Bureau. Child Health 
Services and Pediatric Education; Report of the Com- 
mittee * * * New York, Commonwealth Fund, 1949, 
270 pp. Supplement to Child Health Services and 
Pediatric Education; Methodology and Tabulations on 
Services. New York, The Fund, 1949, Ca. 265 pp. 
Processed. 

Maxcy, Kenneth F., editor. Rosenau Preventive Medicine and 
Hygiene. Chapter 14. Historical Development of Ma- 
ternal and Child Health, by Paul A. Harper. Chapter 15. 
Maternal Health Services, by John Whitridge, Jr. Chap- 
ter 16. Infant and Preschool Services, by Paul A. Harper. 
Chapter 17. Health Service fom Children of School Age, 
by Alan Foord. Chapter 18. Services for the Physically 
Handicapped Child, by Edward M. Davens. Seventh 
edition. New York, Appleton-Century-Crofts, 1951. Ch. 
14-18, pp. 634-719. 

Midcentury White House Conference on Children and Youth, 
Advisory Council on Federal Government Participation. 
A Graphic Presentation of Social and Economic Facts 
Important in the Lives of Children and Youth. Raleigh, 
N. C., Health Publications Institute, 1951. Ca. 160 pp. 

Olson, Willard C. Child Development. Boston, D. C. Heath 
and Company, 1949. 417 pp. 

Witmer, Helen Leland, and Kotinsky, Ruth, editors. Personal- 
ity in the Making; the Fact-Finding Report of the Mid- 
century White House Conference on Children and Youth. 
New York, Harper & Brothers, 1952. 454 pp. 


Maternity and the Newborn 


American Dental .Association; American Hospital Association; 
American Medical Association; et al. Inter-Association 
Committee on Health. Statement on Maternal and Child 
Health. In Proceedings of the Atlantic City Session, 
June 11-15, 1951. Journal of American Medical Associa- 
tion 146: 835-836, June 30, 1951. 

Baird, Dugald. Social and Economic Factors Affecting the 
Mother and Child. American Journal of Public Health 
42: 516-520, May 1952, part 1. 

Bowlby, John. Maternal Care and Mental Health; a Report 
Prepared on Behalf of the World Health Organization as a 
Contribution to the United Nations Programme for the 
Welfare of Homeless Children. Bulletin of World Health 
Organization 3: 355-534, 1951. Also World Health Or- 
ganization Monograph Series, 2. Geneva, World Health 
Organization, 1951. 179 pp. 

Burke, Bertha S. Nutrition—Its Place in Our Prenatal Care 
Programs. Milbank Memorial Fund Quarterly 23 (I): 
54-65, January 1945. 


Conference under Auspices of National Committee on Maternal 
Health. The Abortion Problem; Proceedings of the Con- 
ference Held Under the Auspices of the National Com- 
mittee on Maternal Health, at the New York Academy of 
Medicine, June 19-20, 1942. Baltimore, Williams & Wil- 
kins .for National Committee on Maternal Health, 1944. 
182 pp. 

Daily, Edwin F. Toward the Future; 15 Years of Progress in 
Maternal and Child Health. Child 15: 130-132, March 
1951. 


Morlock, Maud, and Campbell, Hilary. Maternity Homes for 
Unmarried Mothers; a Community Service. Children’s 
Bureau Publication 309. Washington, D. C., Government 
Printing Office, 1946. 94 pp. 

New York Academy of Medicine Committee on Public Health 
Relations. Infant and Maternal Care in New York City; 
a Study of Hospital Facilities. New York, Columbia Uni- 
versity Press, 1952. 188 pp. 

Steer, Charles M., and Kosar, Walter P. The Causes of Fetal 
Mortality at the Sloane Hospital for Women, 1940 to 1949. 
American Journal of Obstetrics and Gynecology 63: 1091- 
1101, May 1952. 

Whitridge, John, Jr. A Maternity Program for the Future. 
Public Health Nursing 39: 509-513, October 1947. 


Premature Infants 


Dunham, Ethel C. Premature Infants; a Manual for Physi- 
cians. Children’s Bureau Publication 325, 1948. Wash- 
ington, D. C., Government Printing Office, 1949. 401 pp. 

Lesser, Arthur J. Premature Birth Is a Public-Health Prob- 
lem. Child 14: 146-149 ff., April 1950. 


School Health 


American Medical Association Conference on Cooperation of 
Physician in School Health and Physical Education Pro- 
gram, 1947. Physicians and Schools; Report of Con- 
ference on the Cooperation of the Physician in the School 
Health and Physical Education Program, October 1947, 
Dean F. Smiley and Fred V. Hein, editors. Second edi- 
tion. Chicago, The Association, 1948. 32 pp. 


American Medical Association Conference on Physicians and 
Schools, 1949. Physicians and Schools; Report of the 
Second National Conference on Physicians and Schools, 
October 1949, Highland Park, Illinois, Fred V. Hein and 
D. A. Dukelow, editors. Chicago, The Association, 1949. 
56 pp. 

Baumgartner, Leona; Wegman, Myron E.; and Wheatley, 
George. Medical, Dental, and Nursing Services for School 

Children. Yale Journal of Biology and Medicine 19 (4): 
651-659, March 1947. 

Children’s Bureau; Office of Education; and Public Health 
Service. Priorities in Health Services for Children of 
School Age; Recommendations by a Special Committee 
Appointed by the Federal Security Agency. Washington, 
D. C., Children’s Bureau, Office of Education, and Public 
Service. 24 pp. 

Commission on Health in Schools, et al. Health in Schools; 
Twentieth Yearbook. Revised edition, 1951. Washington, 


D. C., American Association of School Administrators, 1951. 
477 pp. 

National Conference for Cooperation in Health Education; 
National Committee on School Health Policies. Suggested 
School Health Policies; a Charter for School Health. 
Second edition. New York, Health Education Council, 
1945. 46 pp. : 

Nyswander, Dorothy B. Solving School Health Problems; the 
Astoria Demonstration Study. New York, Commonwealth 
Fund, 1942. 377 pp. 

Velat, Clarence; Mickelsen, Olaf; Hathaway, Milicent L.; et al. 
Evaluating School Lunches and Nutritional Status of 
Children. Department of Agriculture Circular 859. Is- 
sued by the Department in cooperation with Federal Security 
Agency. Washington, D. C., Government Printing Office, 
March 1951. 85 pp. 


Crippled Children 


National Society for Crippled Children and Adults. Report 
of a Study on Convalescent Care for Children. Chicago, 
The Society, 1947. 156 pp. Processed. 

Solon, Jerry. One in Three Hundred Children Served by the 
Crippled Children’s Program in 1948, Children’s Bureau 
Statistical Series, 10. Washington, D. C., The Bureau, 
1951. 19 pp. 

Van Horn, A. L. Crippled Children. In Social Work Year 
Book, 1947; a Description of Organized Activities in Social 
Work and in Related Fields, Russell H. Kurtz, editor. 
New York, Russell Sage Foundation, 1947. pp. 138-144. 


Bibliography 


Child Study Association of America Bibliography Committee. 
The Child, the Family, the Community; a Classified Book- 
list. New York, The Association, 1947. 93 pp. 

Del Solar, Charlotte, and Senn, Milton J. E., in collaboration 
with the Children’s Bureau. Readings on the Psychologi- 
cal Development of Infants and Children. Washington, 
D. C., The Bureau, 1950. 46 pp. Processed. 

Kilander, H. F. Suggested References in School Health for 
Teachers and Administrators. Washington, D. C., Office 
of Education, June 1949. 4 pp. Processed. 


INDUSTRIAL WORKERS 
Background 


American Medical Association Council on Industrial Health. 
Manpower Conservation. Journal of American Medical 
Association 147: 660-664, October 13, 1951. 


Gafafer, William M., editor. Manual of Industrial Hygiene and 
Medical Service in War Industries. Prepared by Public 
Health Service and issued under auspices of National Re- 
search Council Committee on Industrial Medicine. Phila- 
delphia, W. B. Saunders, 1943. 508 pp. 


Hamilton, Alice. Exploring the Dangerous Trades; the Auto- 
biography of Alice Hamilton, M. D. Boston, Little, Brown, 
1943. 433 pp. 

Klem, Margaret C.; McKiever, Margaret F.; and Lear, Walter 
J., compilers. Industrial Health and Medical Programs; 


277 


Statements, Tables, and Charts. Public Health Service 
Publication 15. Washington, D. C., Government Printing 
Office, 1950. 397 pp. 

Sawyer, William Alfred. Medical Care in Industry. In Medical 
Care for Americans, Franz Goldmann, and Hugh R. Leavell, 
editors. Annals of American Academy of Political and 
Social Science 273: 151-159, January 1951. 

Stern, Bernhard J. Medicine in Industry. New York, Com- 
monwealth Fund, 1946. 209 pp. 


Medical Services in Workmen’s Compensation 


Dawson, Marshall. Problems of Workmen’s Compensation Ad- 
ministration. Bureau of Labor Statistics Bulletin 672. 
Washington, D. C., Government Printing Office, 1940. 
229 pp. 


Department of Labor. State Workmen’s Compensation Laws 
as of September 1950. Bureau of Labor Standards Bulle- 
tin 125. Washington, D. C., Government Printing Office, 
1950. 47 pp. 


Hess, Gaylord R. Medical Service in Industry and Workmen’s 
Compensation Laws. Chicago, American College of Sur- 
geons, 1946. 100 pp. 


In-Plant Medical Services 


Bachman, George W., and associates. Health Service in In- 
dustry. Chapter 10 in Health Resources in the United 
States; Personnel, Facilities, and Services. Washington, 
D. C., Brookings Institution, 1952. pp. 241-276. 


Industrial Hygiene Foundation of America Annual Meeting, 
November 16, ° 1950. The Human Side of Industry; 
Transactions of Fifteenth Annual Meeting. Transactions 
Bulletin 15, 1950. Pittsburgh, Mellon Institute Industrial 
Hygiene Foundation, 1951. 106 pp. 


Klem, Margaret C., and McKiever, Margaret F. Small Plant 
Health and Medical Programs. Public Health Service 
Publication 215. Washington, D. C., Government Print- 
ing Office, 1952. 213 pp. 


McGrath, Bethel J. Nursing in Commerce and Industry. New 
York, Commonwealth Fund, 1946. 356 pp. 


Spears, Ethel M. Company Medical and Health Programs. 
Studies in Personnel Policy, 96. New York, National In- 
dustrial Conference Board, 1948. 72 pp. 


Union and Related Programs 


Becker, Harry. Organized Labor and the Problem of Medical 
Care. In Medical Care for Americans, Franz Goldmann, 
and Hugh R. Leavell, editors. Annals.of the American 
Academy of Political and Social Science 273: 122-130, 
January 1951. 


Bureau of Labor Statistics. Employee Benefit Plans Under Col- 
lective Bargaining. Bulletin 296. Washington, D. C., Gov- 
ernment Printing Office, 1948. 29 pp. 

Richman, Elmer. The Labor Health Institute in Action; 
Based on 1949 Activities. St. Louis, Mo., The Institute, 
May 1, 1950. 48 pp. Processed. 


Slavick, Fred. The Operation of Sickness Benefit Plans in 


278 


Collective Bargaining, Princeton University Department 
of Economics and Social Institutions Industrial Relations 
Section Research Report Series, 84. Princeton, Princeton 
University Industrial Relations Section, 1951. 109 pp. 

United Mine Workers of America. Welfare and Retirement 
Fund; Four Year Summary and Review for the Year End- 
ing June 30, 1951. Washington, D. C., United Mine 
Workers Welfare and Retirement Fund, September 1951. 
52 pp. 

Weinerman, E. Richard. The San Francisco Labor Council 
Survey: Labor Plans for Health; a Study of Health and 
Welfare Plans Under Collective Bargaining Among Unions 
Affiliated With the San Francisco Labor Council, June 
1952. San Francisco, The Council, 1952. 45 pp. 


Community Organization 


Felton, Jean Spencer. Industrial Medicine and the Group 
Clinic; a Mutually Advantageous Relationship. A. M. A. 
Archives of Industrial Hygiene and Occupational Medicine, 
6: 147-157, August 1952. 

Meyer, Henry J. Collective Bargaining and the Community. 
In Proceedings of New York University Third Annual 
Conference on Labor; Trends in Collective Bargaining and 
Labor Law, Emanuel Stein, editor. New York City, Mat- 
thew Bender & Co., 1950. 689 pp. 

Office of Defense Mobilization Health Resources Advisory Com- 
mittee. The Worker and His Health, 8 pp. Production at 
Any Age, 7 pp. A Job for Women, 8 pp. Washington, 
D. C., The Committee. 

Trasko, Victoria M. Activities of State and Local Agencies 
in Industrial Health, A. M. A. Archives of Industrial 
Hygiene and Occupational Medicine 3: 483-494, May 1951. 


Bibliography 


Bellingham, Ellen F.; Bloomfield, J. J.; and Dreessen, Walde- 
mar C. Bibliography of Industrial Hygiene, 1900-1943; a 
Selected List. Public Health Bulletin 289. Washington, 
D. C., Government Printing Office, 1945. 95 pp. 

Lear, Walter J. Small Plant Health Programs; a Bibliography. 
Public Health Service Publication 3. Washington, D. C., 
Public Health Service, 1951. Ca. 28 pp. 

Princeton University Department of Economics and Social 
Institutions Industrial Relations Section. Medical Services 
in Industry; a Selected, Annotated Bibliography With 
Particular Reference to Health Programs in War Indus- 
tries. Bibliographical Series, 71. Princeton, N. J., The 
University, December 1942. 11 pp. Processed. 

Women’s Bureau. Bibliography on Maternity Protection. 
Washington, D. C., Department of Labor, September 1951. 
53 pp. Processed. 


HEALTH OF RURAL PEOPLE 
The Scope of the Problem 


American Medical Association Committee on Rural Health. 
Sixth National Conference on Rural Health, Memphis, 
Tenn., February 23-24, 1951. Chicago, 1951. 48 pp. 


American Medical Association Committee on Rural Health. 
Programs for the Improvement of Rural Health. Chicago, 
The Association, Ca. 1950. 227 pp. 


Crockett, F. S. What The American Medical Association Is 
Doing About Rural Medicine. Journal of Indiana State 
Medical Association 41: 726-729, July 1948. 


Department of Agriculture. Better Health for Rural America. 
Miscellaneous Publication 573. Washington, D. C., Gov- 
ernment Printing Office, 1945. 34 pp. 


Mott, Frederick, and Roemer, Milton I. Rural Health and 
Medical Care. New York, McGraw-Hill, 1948. 608 pp. 


Roemer, Milton I. Rural Programs of Medical Care. Jn Medi- 
cal Care for Americans, Franz Goldmann, and Hugh R. 
Leavell, editors. Annals of American Academy of Political 
an Social Science 273: 160-168, January 1951. 


Taylor, Carl C.; Ensminger, Douglas; Longmore, T. Wilson; et 
al. Rural Life in the United States. New York, Alfred 
A. Knopf, 1949, 549 pp. 


United States House of Representatives Special Subcommittee 
on Cotton of Committee on Agriculture. Study of Agri- 
culture and Economic Problems of the Cotton Belt; Hear- 
ings Before Special Subcommittee on Cotton of the Com- 
mittee * * * 80th Congress, Ist Session, July 7-8, 
1947. Washington, D. C., Government Printing Office, 
1947. 877 pp. 


Surveys of Health Status and Services 


Gover, Mary, and Pennell, Maryland Y. Negro Mortality. 
1. Mortality From All Causes in the Death Registration 
States. 2. The Birth Rate and Infant and Maternal Mor- 
tality. 3. Course of Mortality From Specific Causes, 1920- 
1944. 4. Urban and Rural Mortality From Selected 
Causes in the North and South. Public Health Reports 
61: , 259-265, February 22, 1946; 1529-38, October 25, 
1946; 63: 201-213, February 13, 1948; 66: 295-305, March 
9, 1951. 


Gover, Mary, and Yaukey, Jesse B. Physical Impairments in 
Low-Income Farm Families; a Collection of Seven Papers 
Based on Physical Examinations of Members of 2,477 
Families. Papers reprinted from Public Health Reports 
59: 1163-1184, September 8, 1944; 60: 429-441, April 20, 
1945, 693-710, June 22, 1945, 1069-85, September 14, 1945; 
61: 97-109, January 25, 1946; 63: 1083-1101, August 20, 
1948. Washington, D. C., Public Health Service. Ca. 
110 pp. 


Hoffer, Charles R. Health and Health Services for Michigan 
Farm Families. Special Bulletin 352. East Lansing, 
Michigan State College Agricultural Experiment Station, 
September 1948. 54 pp. 


Hubbard, John P.; Pennell, Maryland Y.; and Britten, Rollo 
H. Health Services for the Rural Child; Availability of 
Hospitals, Physicians and Dentists in Service Areas. Chi- 
cago, American Medical Association, 1948. 58 pp. 

Larson, Olaf F., and Hay, Donald G. Differential Use of 
Health Resources by Rural People. New York State 
Journal of Medicine 52: 43-49, January 1, 1952. 


Organization for Rural Health 


American Medical Association Committee on Rural Medical 
Services. Extension of Rural Medical Service. Chicago, 
The Association, 1949. 133 pp. 


Anderson, Elin L. The Extension Service’s Responsibility in 
Aiding Rural People to Improve Their Health and Medical 
Services. Washington, D. C., Department of Agriculture 
Extension Service, July 1947. 14 pp. Processed. 


Extension Service. Extension Health Education. Summary of 


a Round Table Conference at Kansas City, Mo., February 
5-9, 1950. Washington, D. C., Extension Service, 1951. 
34 pp. 

Farm Foundation. Better Health for Rural People. Chicago, 
The Foundation, 1948. 16 pp. 


Johnston, Helen L. Rural Health Cooperatives. Farm Credit 
Administration Bulletin 60 and Public Health Service Bul- 
letin 308. Washington, D. C., Government Printing Office, 
1950. 93 pp. 


Lamkin, Nina B. Health Education in Rural Schools and 
Communities. New York, A. S. Barnes, 1946. 209 pp. 


Longmore, T. Wilson, and Bureau of Agricultural Economics 
Staff. The Experimental Health Program of the United 
States Department of Agriculture; a Study Made for the 
Subcommittee on Wartime Health and Education of the 
Committee on Education and Labor, United States Senate 
Pursuant to S. Res. 74 and S. Res. 62 * * * January 
1946. 79th Congress, 2d Session, Senate Subcommittee 
Monograph 1. Washington, D. C., Government Printing 
Office, 1946. 166 pp. 


Medical Services 


Cronin, John W. Are We Building Too Many Small Hospitals? 
Hospitals 24(11): 43-44 ff., November 1950. 


Murphy, Franklin D. Medical Care in Rural Kansas; the 
Problem and Its Proposed Solution. Journal of Kansas 
Medical Society 49: 472-478, November 1948. 


Southmayd, Henry J., and Smith, Geddes. Small Community 
Hospitals. New York, Commonwealth Fund, 1944, 
182 pp. 


Bibliography 


Johnston, Helen L., and Manny, Elsie S. Rural Health; An- 
notated List of Selected References (Preliminary). Wash- 
ington, D. C., Department of Agriculture in cooperation 
with Public Health Service, October 1952. 31 pp. 
Processed. 

Locke, Joseph H., compiler. Community Organization for 
Health; Selected References. East Lansing, Michigan 
State College, 1950. 22 pp. 


Watrons, Roberta C., and McNeill, John M., compilers. Rural 
Community Organization; a List of References. Depart- 
ment of Agriculture Library List 46. Washington, D. C., 
Government Printing Office, 1949. 51 pp. 


279 


MIGRATORY WORKERS 


President’s Commission on Migratory Labor. Migratory Labor 
in American Agriculture; Report of the President's Com- 
mission on Migratory Labor. Washington, D. C., Govern- 
ment Printing Office, 1951. 188 pp. 


HEALTH OF THE AGING 
The Scope of the Problem 


Conference on Problems of Aging. Problems of Aging; Trans- 
actions of the Fourteenth Conference. September 7-8, 
1951. * * * Sponsored by the Josiah Macy, Jr., Foun- 
dation, Nathan W. Shock, editor. New York, The Founda- 
tion, 1952. 138 pp. 


Eastern States Health Education Conference, 1949. The Social 
and Biological Challenge of Our Aging Population; Pro- 
ceedings of the Eastern States Health Education Confer- 
ence, March 31—April 1, 1949. New York, Columbia Uni- 
versity Press, 1950. 183 pp. 


Falk, I. S., and Hess, Arthur E. Health Status and Health 
Needs Among Aged Beneficiaries of Old-Age and Survivors 
Insurance. Washington, D. C., Social Security Adminis- 
tration, 1951. 15 pp. Processed. 


Federal Security Agency Committee on Aging and Geriatrics. 
Fact Book on Aging; Selected Charts and Tables on the 
Personal Characteristics, Income, Employment, Living Ar- 
rangements, and Health of Older Persons in the Popula- 
tion. Washington, D. C., Government Printing Office, 1952. 
62 pp. Processed. 


Great Britain, Survey Committee on the Problems of Ageing 
and the Care of Old People. Old People; Report of a 
Survey Committee on the Problems of Ageing and the Care 
of Old People. London, Oxford University Press for Nuf- 
field Foundation, 1947. 202 pp. 


National Conference on Aging, 1951. Man and His Years; 
an Account of the First National Conference on Aging, 
Sponsored by the Federal Security Agency. Raleigh, 
N. C., Health Publications Institute, 1951. 311 pp. 


Shock, Nathan W. Trends in Gerontology. Stanford, Calif., 
Stanford University Press, 1951. 153 pp. 


Tibbitts, Clark, editor. Social Contribution by the Aging. A 
series of 23 articles presented in 4 groups: 1. Needs and 
Capacities of Aging People. 2. Contribution to the Pro- 
ductive Economy. 3. Contributions to the Cultural Life 
of the Community. 4. Maintenance of Capacity for Social 
Contribution. Annals of American Academy of Political 
and Social Science 279: 1-179, January 1952. 


Turner, Violet B.; Fox, Harland; and Slichter, Sumner. Three 
Monographs on Subjects Related to Retirement of Older 
Workers; Prepared as Background Material for a National 
Conference on Retirement of Older Workers, Arden House, 
Harriman Campus of Columbia University, January 24-26, 
1952. New York, McGregor Fund and National Social 
Welfare Assembly National Committee on Aging, 1952. 
113 pp. Processed. ' 


2380 


Reducing the Toll of I[lness in Old Age 


Crampton, C. Ward. The Essentials of the Geriatric Examina- 
tion at 50. Geriatrics 5: 1-14, January-February 1950. 

Mountin, Joseph W. Public Health and the Aging. Public 
Health Reports 65: 795-802, June 23, 1950. 

Pond, M. Allen. Environmental Health and the Aging Popula- 
tion. American Journal of Public Health 40: 27-33, Jan- 
uary 1950. 

Tuohy, Edward L. Nutrition in Relation to Geriatrics. In 
Problems in Geriatric Medicine. Clinics 4: 1079-95, Feb- 
ruary 1946. 


Health Services 


Amulree, Lord. Adding Life to Years. 
Council of Social Service, 1951. 101 pp. 

Conference Group on Welfare of the Aged. Suggested Stand- 
ards for Homes for the Aged. Sixth edition. New York, 
Welfare Council of New York City, 1948. 33 pp. 
Processed. 


London, National 


Kaplan, Oscar J., editor. Mental Disorders in Later Life. 
Stanford, Calif., Stanford University Press, 1945. 436 pp. 


Lansing, Albert I., editor. Cowdry’s Problems of Aging; Bio- 
logical and Medical Aspects. Third edition. Baltimore, 
Williams & Wilkins, 1952. 1061 pp. 


Monroe, Robert T. Diseases in Old Age; a Clinical and Patho- 
logical Study of 7,941 Individuals Over 61 Years of Age. 
Cambridge, Mass., Harvard University Press, 1951. 407 pp. 


National Social Welfare Assembly National Committee on the 
Aging. The Needs of the Older Person in Sheltered Care. 
Excerpts from forthcoming publication, Standards for 
Sheltered Care of Older People. New York, The Assem- 
bly, July 1952. 11 pp. Processed. 


Newton, Kathleen. Geriatric Nursing. St. Louis, C. V. Mosby, 
1950. 420 pp. 


Stieglitz, Edward J. The Second Forty Years. Philadelphia, 
J. B. Lippincott, 1946. 317 pp. 


Worcester, Alfred. The Care of the Aged, the Dying and the 
Dead. Springfield, Ill, Charles C. Thomas, 1940. 77 pp. 


Community Planning 


Governor’s Conference on the Problems of the Aging. Proceed- 
ings of the Governor’s Conference on the Problems of the 
Aging, October 15-16, 1951. Sacramento, Calif., 1951. 
296 pp. 


New York State Joint Legislative Committee on Problems of 
the Aging. Age Is No Barrier. Legislative document 35 
(1952), 171 pp. No Time To Grow Old. Legislative docu- 
ment 12 (1951), 316 pp. Young At Any Age. Legislative 
document 12 (1950), 192 pp. Never Too Old. Legislative 
document 32 (1949), 216 pp. Birthdays Don’t Count. 
Legislative document 61 (1948), 326 pp. Newburgh, N. Y., 
The Committee, 1948-52. 


Sheldon, J. H. The Social Medicine of Old Age; Report of 
an Inquiry in Wolverhampton. London, Oxford University 
Press for Nuffield Foundation, 1948. 239 pp. 


Welfare Council of Metropolitan Chicago Community Project 
for the Aged. Community Services for Older People; the 
Chicago Plan. Chicago, Wilcox and Follett, 1952. 240 pp. 


Bibliography 


Armstrong, Florence A. The Noncash Needs of Aged Persons 
Affecting Their Individual and Social Security; an An- 
notated Bibliography. Bureau of Research and Statistics 
Memorandum 68. Washington, D. C., Social Security 
Administration, March 1948. 203 pp. Processed. 


Federal Security Agency Library. Selected References on 
Aging; an Annotated Bibliography, 1952. Committee on 
Aging and Geriatrics Publication. Washington, D. C., 
Government Printing Office, 1952. 36 pp. Processed. 

Halsey, Marion S., in collaboration with Committee on Social 
Work Education. A selective Bibliography on the Wel- 
fare of Older People, as of July 1, 1949. New York, 
Welfare Council of New York City, 1949. 46 pp. 
Processed. 

National Social Welfare Assembly. A Selected Bibliography 
Relating to Sheltered Care of Older People (Preliminary). 
New York, The Assembly, October 1952. 13. pp. 
Processed. 

Shock, Nathan W. A Classified Bibliography of Gerontology 
and Geriatrics. Stanford, Calif., Stanford University 
Press, 1951. 599 pp. Kept current in Journal of Geron- 
tology. 


Veterans’ Administration Medical and General Reference Li- 
brary. Care of the Aged; Selected Bibliography, 1940-50. 
Washington, D. C., The Administration, December 1950. 
29 pp. 


THE ARMED FORCES 
The Role of Military Medicine 


Armstrong, George E. Military Medicine in Korea. Military 
Surgeon 110: 8-14, January 1952. 

Beebe, Gilbert W., and DeBakey, Michael E. Battle Casual- 
ties; Incidence, Mortality, and Logistic Considerations. 
Springfield, Ill. Charles C. Thomas, 1952. 277 pp. 

Casberg, Melvin A. Military Medicine; Chairman’s Address. 
(Chairman, Armed Forces Medical Policy Council.) Jour- 
nal of American Medical Association 150: 1-3, September 
6, 1952, 

Gordon, J. E. Strategic and Tactical Influence of Disease in 
World War II. American Journal of Medical Sciences 
215: 311-326, March 1948. 

Meiling, Richard L. Changing Military Medical Picture in 
the United States. Journal of American Medical Associa- 
tion 147: 538-541, October 6, 1951. 

Military Service Publishing Company. Military Medical Man- 
ual. Chapter 12. Organization and Functions of the 
Army Medical Service. Chapter 13. Military Preventive 
Medicine. Chapter 15. Medical Service in a Theater of 
Operation. Chapter 16. Medical Service in a Combat 
Area. Seventh edition. Harrisburg, Pa., Military Serv- 
ice Publishing Company, March 1952. Ch. 12, pp. 276- 
301; ch. 13, pp. 302-412; ch. 15, pp. 457-475; Ch. 16, pp. 
476-557. 


Ogle, Dan C. The Current Relation Between Military and 
Civilian Medicine. United States Armed Forces Medical 
Journal 3: 1119-22, August 1952. 


Simmons, James Stevens. Military Preventive Medicine; a 
Keystone of Military Strength, United States Armed 
Forces Medical Journal 2: 785-797, May 1951. 


Whayne, Tom F., and McNinch, Joseph H. Fifty Years of 
Medical Progress; Medicine as a Social Instrument: Mil- 
itary Medicine. New England Journal of Medicine 244: 
592-601, April 19, 1951. 


Various Aspects of the Problem 


Andrus, E. C.; Bronk, D. W.; Carden, G. A., Jr.; et al., editors. 
Advances in Military Medicine; Made by American In- 
vestigators Working Under the Sponsorship of the Com- 
mittee on Medical Research. 2 volumes. Boston, Atlan- 
tic-Little, Brown, 1948. Vols. 1-2, 900 pp. 


Department of the Army Advisory Committee on Contractual 
and Administrative Procedures for Research and Develop- 
ment. Final Reports, 15th October 1948. Washington, 
D. C., 1948. 116 pp. 


Glass, Albert J. Current Problems in Military Psychiatry. 
Journal of American Medical Association 150: 6-10, 
September 6, 1952. 


Karow, Edward M. Dentistry in the Army. United States 
Armed Forces Medical Journal 3: 603-610, April 1952. 


Menninger, William C. Psychiatry in a Troubled World, 
Yesterday’s War and Today’s Challenge. New York, Mac- 
millan, 1948. 636 pp. 

Streeter, Arthur L. Medical Benefits and Disability Compen- 


sations for National Guard Personnel. United States 
Armed Forces Medical Journal 3: 159-162, January 1952. 


Personnel Problems 


Armed Forces Medical Policy Council. Annual Report of the 
Armed Forces Medical Policy Council to the Secretary of 
Defense. Washington, D. C., Office of the Secretary of De- 
fense, June 30, 1951. 152 pp. Processed. 


Association of American Medical Colleges and American Med- 
ical Association Council on Medical Education and Hos- 
pitals, Joint Committee. A Statement by the Joint Com- 
mittee on Medical Education in Time of National 
Emergency to the Armed Services Committee of the House 
of Representatives, January 30, 1952, Concerning the Report 
of the National Security Training Commission. Journal of 
Medical Education 27: 114-116, March 1952. 

Carmichael, Leonard, and Mead, Leonard C., editors. Selec- 
tion of Military Manpower; a Symposium. National 
Academy of Sciences-National Research Council Publica- 
tion 209. Washington, D. C., The Academy, 1951. 
269 pp. 

Casberg, Melvin A. Current Trends in Medical Education. 
United States Armed Forces Medical Journal 1: 1065-76, 
September 1950. 

Devan, S. Arthur. Universal Military Training and the Problem 
of Military Manpower. Legislative Reference Service 
Public Affairs Bulletin 90. Washington, D. C., Library of 
Congress, February 1951. 70 pp. 


281 


National Manpower Council. Student Deferment and Na- 
tional Manpower Policy; a Statement of Policy by the 
Council, With Facts and Issues Prepared by the Research 
Staff. New York, Columbia University Press, 1952. 102 pp. 


Walker, Robert A., editor. America’s Manpower Crisis; the 
Report of the Institute on Manpower Utilization and Gov- 
ernment Personnel, Stanford University, August 22-24, 
1951. Chicago, Public Administration Service, 1952. 
191 pp. 


Winegarden, C. R., and Zeisel, J. S. Projected Manpower Re- 
quirements and Supply, 1952-53. Bureau of Labor Sta- 
tistics Manpower Report 14. Washington, D. C., The Bu- 
reau, January 1952. 9 pp. Processed. 


Medical Services for Dependents 


American Medical Association Council on Medical Service. 
Medical Services to Dependents of Servicemen. Journal 
of American Medical Association 149: 597-598, June 7, 
1952. 


American Public Health Association. Maternity and Infant 
Care for Military Dependents; an Official Statement 
Adopted by the Executive Board, American Public Health 
Association. American Journal of Public Health 42: 470- 
473, April 1952. 


Eliot, Martha M., and Freedman, Lillian R. Four Years of the 
EMIC Program. Yale Journal of Biology and Medicine 
19 (4) : 621-635, March 1947. 


Sinai, Nathan, and Anderson, Odin W. EMIC (Emergency Ma- 
ternity and Infant Care) ; a Study of Administrative Ex- 
perience. Bureau of Public Health Economics Research 
Series 3. Ann Arbor, University of Michigan School of 
Public Health, 1948. Ca. 224 pp. 


VETERANS AND OTHER FEDERAL BENE- 
FICIARIES 


General Discussion 


Bachman, George W., and associates. Health Resources in the 
United States; Personnel, Facilities, and Services. Chap- 
ter 9. Special Beneficiary Classes. Washington, D. C., 
Brookings Institution, 1952. Ch. 9, pp. 215-240. 


Ginzberg, Eli. Federal Hospitalization. 1. The Setting. 2. 
Current Trends. Modern Hospital 72 (4): 61-64, April 
1949; 73 (2): 73-74 ff., August 1949. Federal Hospitals. 
Modern Hospital 73 (6): 43-47, December 1949. 


Page, Robert Collier. The Doctor of Tomorrow and Federal 
Medical Services. New England Journal-of Medicine 246: 
765-771, May 15, 1952. 


Quattlebaum, Charles A. Medical and Surgical Activities of 
the Federal Government; History, Organization, Functions, 
and Personnel of the Principal Agencies. Legislative Ref- 
erence Service Public Affairs Bulletin 38. Washington, 
D. C., Library of Congress, 1945. 77 pp. Processed. 


Stern, Bernhard J. Medical Services by the Federal Govern- 
ment. Chapter 8 in Medical Services by Government; 


282 


Local, State, and Federal. New York, Commonwealth 
Fund, 1946, pp. 145-196. 


Medical Services for Veterans 


Administrator of Veterans’ Affairs. Annual Report for Fiscal 
Year Ending June 30, 1951. 82d ‘Congress, 2d Session, 
House Document 276. Washington, D. C., Government 
Printing Office, 1952. 311 pp. 


Cole, Alton. What the V. A. Home-town Plans Prove. Medical 
Economics 27: 75-85, June 1950. 


Committee on Veterans’ Medical Services. Report to the Presi- 
dent From the Committee. * * * Washington, D. C., 
Government Printing Office, 1950. 65 pp. 


Donahue, Wilma T., and Tibbitts, Clark, editors. The Disabled 
Veteran. A series of 24 articles presented in 7 groups. 1. 
Introduction. 2. Magnitude and Nature of the Problem. 
3. Legislation. 4. Physical and Mental Rehabilitation. 5. 
Retraining and Re-Employment. 6. Individual and Social 
Adjustment. 7. Implications for Educational Agencies. 
Annals of American Academy of Political and Social 
Science 239: 1-181, May 1945. 


Knudson, A. B. C. The Need for Physical Medicine Rehabili- 
tation in General Practice as Indicated by the Experience 
of the Veterans’ Administration. Texas Reports on Biol- 
ogy and Medicine 6: 302-320, Fall 1948. 


Kracke, Roy R. The Medical Care of the Veteran. Journal 
of American Medical Association 143: 1321-31, August 12, 
1950. 


Magnuson, Paul B. Medical Care for Veterans. In Medical 
Care for Americans, Franz Goldmann, and Hugh R. Leavell, 
editors. Annals of American Academy of Political and 
Social Science 273: 76-83, January 1951. 


New York Academy of Medicine Committee on Public Health 
Relations. Hospitalization of Veterans; a Report by the 
Committee. Bulletin of New York Academy of Medicine 
25: 587-600, September 1949. 


Press, Harold A.; Rosen, Daniel I.; Tollen, William B.; and 
Robins, Morton. Factors in the Control of Length of Stay; 
a Detailed Analysis of VA Experience That Carries Over 
to New Hospitals As Well. Hospital Management 73 (2): 
36-40, February 1952. 


Throckmorton, Tom Bentley. The Veterans’ Administration 
Problem; a Survey of 200 Consecutive Cases. Journal 
of Iowa State Medical Society 39: 196-207, May 1949. 


United States House of Representatives Committee on World 
War Veterans’ Legislation. Investigation of the Veterans’ 
Administration; Report of the Committee * * * on 
H. Res. 192, a Resolution to Provide for an Investigation 
of the Veterans’ Administration With a Particular View 
to Determining the Efficiency of the Administration and 
Operation of Veterans’ Administration Facilities. 79th 
Congress, 2d Session, House Report 1795. Washington, 
D. C., Government Printing Office, 1946. 7 pp. 


United States House of Representatives Committee on World 
War Veterans’ Legislation. Investigation of the Veterans’ 
Administration With a Particular View to Determining the 


Efficiency of the Administration and Operation of Veter- 
ans’ Administration Facilities; Hearings Before the Com- 
mittee * * * 79th Congress, 1st Session, Pursuant to 
H. Res. 192 * * * Parts 1-7. March-October 1945. 


Washington, D. C., Government Printing Office, 1945. Ca. 
12050 pp. 


United States Senate Committee on Labor and Public Wel- 
fare. Veterans’ Administration Policies and Practices 
With Respect to Medical Care; Report of the Committee 
* * * 82d Congress, Ist Session, Senate Report 610. 
Washington, D. C., Government Printing Office, 1951. 47 
pp. 


Veterans’ Administration. Plans for Cooperation Between 
Teaching Institutions and Veterans’ Hospitals. Journal 
of American Medical Association 129: 1100-02, December 


15, 1945. 


Health Services for the American Indian 


Bureau of the Budget. Hospital, Medical and Health Services, 
Bureau of Indian Affairs; an Appraisal of Present and 
Future Program. Washington, D. C., The Bureau, 1948. 
Ca. 106 pp. Processed. 


DeLien, Horace, and Dahlstrom, Arthur W. Tuberculosis 
Control Among American Indians. 
131-134, April 1950. 


Foard, Fred T. The Federal Government and American 
Indians’ Health. Journal of American Medical Association 
142: 328-331, February 4, 1950. 


Journal-Lancet 70: 


United States Senate Subcommittee of Committee on Interior 
and Insular Affairs. 
Indians; Hearings Before a Subcommittee of the Com- 
mittee * * * 80th Congress, 2d Session on S. 2363 
* * * March 29, April 21-23, 29, 1948. Washington, 
D. C., Government Printing Office, 1948. 575 pp. 


United States Senate Committee on Interior and Insular 
Affairs. Navajo and Hopi Indians; Hearings Before a 
Subcommittee of the Committee * * * 80th Congress, 
2d Session on Navajo and Hopi Indians Educational and 
Medical Services, March 29, 1948. Washington, D. C., 
Government Printing Office, 1948. 41 pp. 


Rehabilitation of Navajo and Hopi 


Health Services for Seamen 


Public Health Service. Annual Report, 1951. Washington, 
D. C., Government Printing Office, 1952. 79 pp. 

Straus, Robert. Medical Care for Seamen; the Origin of Public 
Medical Service in the United States. Merchant Seamen 
Studies. Volume 1. New Haven, Yale University Press 
for Yale University Department of Sociology, 1950. 165 pp. 


Bibliography 


Veterans’ Administration Medical and General Reference Li- 
brary. Medical Care of Veterans in the United States, 
1945-50. Washington, D. C., Veterans’ Administration, 
January 1951. 22 pp. 


237124—53—_20 


HEALTH PERSONNEL 
PHYSICIANS 


Supply of Physicians 


Advisory Board for Medical Specialties. Directory of Medical 
Specialists Holding Certification by American Boards. 
Volume 5, fifth edition. Chicago, A. N. Marquis Company 
for the Advisory Board, 1951. 1694 pp. 

American Medical Association. American Medical Directory, 
1950; a Register of Physicians of the United States * * * 
Eighteenth edition, Frank V. Cargill, editor. Chicago, The 
Association, 1950. 2912 pp. 


American Medical Association Bureau of Medical Research. 
Proportion of Physicians to Population. Journal of Amer- 
ican Medical Association 139: 38, January 1, 1949. Also in 
Four Recent Articles on Medical Economics. Bureau of 
Medical Economic Research Bulletin 67. Chicago, The 
Association, 1949. 16 pp. 

American Medical Association Directory Department. Survey 
of Number of Physicians in the United States by County, 
Dependencies and Canada; Analyzed as to Type of Practice. 
Based on eighteenth edition of American Medical Directory. 

* Chicago, The Association, March 1, 1950. 139 pp. 
Processed. 

Anderson, Donald G., and Tipner, Anne. Medical Licensure 
Statistics for 1950; Forty-Ninth Annual Presentation of 
Licensure Statistics by the Council on Medical Education 
and Hospitals of the American Medical Association. Jour- 
nal of American Medical Association 146: 339-375, May 
26, 1951. 

Davison, Wilburt C. Health Legislation and the Shortage of 
Physicians. Journal of Association of American Medical 
Colleges 25: 396-405, November 1950. 

Dickinson, Frank G. Supply of Physicians’ Services. Journal 
of American Medical Association 145: 1260-64, April 21, 
1951. Also in American Medical Association Bureau of 
Medical Economic Research Bulletin 81. Chicago, The 
Association, 1951. 16 pp. 

Dublin, Louis I., and Spiegelman, Mortimer. The Longevity 
and Mortality of American Physicians, 1938-42; a Pre- 
liminary Report. Journal of American Medical Associa- 
tion 134: 1211-1215, August 9, 1947. 

Pennell, Maryland Y., and Altenderfer, Marion E. Health 
Manpower Source Book; Section 1, Physicians, Prelimi- 
nary, May 1952. Public Health Service Publication 263. 
Washington, D. C., Government Printing Office, 1952. 70 
pp. Processed. 


Characteristics of Physicians 


Cornely, Paul B. Distribution of Negro Physicians in the 
United States in 1942. Journal of American Medical As- 
sociation 124: 826-830, March 25, 1944. 


Dickinson, Frank G.; Bradley, Charles E.; in cooperation with 
Cargill, Frank V. Comparisons of State Physician-Popu- 
lation Ratios for 1938 and 1949. American Medical Asso- 


283 


ciation Bureau of Medical Economic Research Bulletin 78. 
Chicago, The Association, 1950. 15 pp. 

Dickinson, Frank G., and Bradley, Charles E. Survey of 
Physicians’ Incomes. Journal of American Medical Asso- 
ciation 146: 1249-1255, July 28, 1951. Also in American 
Medical Association Bureau of Medical Economic Research 
Bulletin 84. Chicago, The Association, 1951. 11 pp. 


Dickinson, Frank G. The Ages of Physicians in the United 
States, 1940 and 1948. Journal of American Medical Asso- 
ciation 139: 51-52, January 1, 1949. Also in Four Recent 
Articles on Medical Economics. American Medical Asso- 
ciation Bureau of Medical Economic Research Bulletin 67. 
Chicago, The Association, 1949. 16 pp. 

Johnson, Joseph L. The Supply of Negro Health Personnel— 
Physicians. Journal of Negro Education 18: 346-356, 
Summer 1949. 


Mountin, Joseph W.; Pennell, Elliott H.; Nicolay, Virginia; 
and Brockett, Georgie S. Location and Movement of 
Physicians, 1923-38. 1. General Observations. 2. Turn- 
over as a Factor Affecting State Totals. 3. Effect of Local 
Factors Upon Location. 4. Changes in Urban and Rural 
Totals for Established Physicians. Public Health Reports 
57: 1363-75, September 11, 1942; 1752-61, November 20, 
1942; 1945-53, December 18, 1942; 60: 173-185, February 
16, 1945. 


Pennell, Elliott H. Location and Movement of Physicians— 
Methods for Estimating Physician Resources. Public 
Health Reports 59: 281-305, March 3, 1944. 


Thelander, Hulda E., and Weyrauch, Helen B. Women in 
Medicine. Journal of American Medical Association 148: 
531-535, February 16, 1952. 


Weinfeld, William. Income of Physicians, 1929-49. Survey of 
Current Business 31 (7) : 9-26, July 1951. 


Weiskotten, H. G., and Altenderfer, Marion E. Trends in 
Medical Practice; and Analysis of the Distribution and 
Characteristics of Medical College Graduates, 1915-40. 
Journal of Medical Education 27 (5): 3-41, September 
1952, part 2. 


Weiskotten, H. G. Factors Relating to the Distribution of 
Physicians. Journal of American Medical Association 148: 
1397-1400, April 19, 1952. 


8 


Nature of Their Practice 


Ciocco, Antonio, and Altman, Isidore. A Postwar Survey of 
Physicians Practicing in Washington. Medical Annals 
of District of Columbia 16: 575-580, October 1947. 


Ciocco, Antonio, and Altman, Isidore. Medical Service Areas 
As Indicated by Intercounty Movement of Patients. Pub- 
lic Health Service Publication 248. Washington D. C., 
Government Printing Office. In press. 


Ciocco, Antonio, and Altman, Isodore. The Patient Load of 
Physicians in Private Practice; a Comparative Statistical 
Study of Three Areas. Public Health Reports 58: 1329-51, 
September 3, 1943. 


Ciocco, Antonio; Altman, Isidore; and Truan, T. David. Pa- 
tient Load and Volume of Medical Services. Public Health 
Reports 67: 527-534, June 1952. 


Ciocco, Antonio; Davis, Burnet M.; and Altman, Isidore. 


284. 


Measures of Medical Resources and Requirements. Medi- 
cal Care 3: 314-326, November 1943. 

Cornely, Paul B. The Economics of Medical Practice and the 
Negro Physician. Journal of National Medical Association 
43: 84-92, March 1951. 


Davis, Burnet M. Note on Physician Time per Patient in Pri- 
vate Practice. Public Health Reports 70: 1113-19, Septem- 
ber 21, 1945. 

Medical Economics, Incorporated. Your Economic Weather 
Vane; a Report on the Seventh Medical Economics Survey. 
Medical Economics 30 (2) ; 85-99, November 1952. 

Pullen, Roscoe L. Nature of General Practice in Southeast 
Mississippi. Bulletin of Tulane University Medical Faculty 
11: 104-113, February 1952. 

Richardson, William Alan. Your Working Hours; a Report 
Based on the Sixth Medical Economics Survey. Medical 
Economics 26 (5): 59-63, February 1949. Your Patient 
Load; a Report Based on the Sixth Medical Economics 
Survey. Medical Economics 26 (5): 64-69, February, 
1949, 


MEDICAL EDUCATION 
Medical Schools and Students 


American Medical Association Council on Medical Education 
and Hospitals. Policy of the American Medical Associa- 
tion. Regarding the Production of Physicians. Special 
Report Submitted by The Council to the House of Dele- 
gates of The Association. Journal of American Medical As- 
sociation 146: 865, June 30, 1951. 


Cornely, Paul B. Opportunities for Postgraduate Study for 
Negro Practicing Physicians in the South. Journal of 
American Medical Association 118: 524-528, February 14, 
1942. 

Diehl, Harold S.; West, Margaret D.; and Barclay, Robert W. 
Medical School Faculties in the National Emergency. 
Journal of Medical Education 27: 233-243, July 1952, 
part 1. 

Diehl, Harold S.; West, Margaret D.; Barclay, Robert W. 
Staffing Patterns at Four-Year Medical Schools. Journal 
of Medical Education 27: 309-315, September 1952, part 1. 


Hamilton, C. Horace. Distribution of Medical College Stu- 
dents by Residence. Journal of Association of American 
Medical Colleges 21: 33-37, January 1946. 


Hinsey, Joseph C. Maintenance of a Continuing Supply of 
New Faculty Members, Journal of Association of Ameri- 
can Medical Colleges 25: 379-395, November 1950. 


Hinsey, Joseph C. Medical Education in This National 
Emergency. Journal of Medical Education 26: 81-90, 
March 1951. 

Johnson, Joseph L. Opportunities for Negroes in Undergrad- 
uate Medical Education in 1952. Journal of National 


Medical Association 44: 353-355, September 1952. 
Leveroos, Edward H.; Albus, William R.; Corbett, William W.; 
et al. Approved Internships and Residencies in the United 
States; Annual Report of Internships and Residencies by 
the Council on Medical Education and Hospitals of the 
American Medical Association. Journal of American 
Medical Association 147: 381-512, September 29, 1951. 


Markee, Joseph E.; Harris, Jerome S.; and Davison, Wilburt 
C. Program to Provide More Physicians. Journal of 
Medical Education 26: 437-445, November 1951. 


Stalnaker, John M. Study of Applicants for Admission to 
United States Medical Colleges, Class Entering in 1951- 


1952. Journal of Medical Education 27: 39-43, January 
1952. 


The Background of Modern Medical Education 


Flexner, Abraham. Medical Education in the United States 
and Canada; a Report to the Carnegie Foundation for the 
Advancement of Teaching. Bulletin 4. New York, The 
Foundation, 1910. 346 pp. 


The Theory and Practice 


Allen, Raymond B. Medical Education and the Changing 
Order. New York, Commonwealth Fund, 1946. 142 pp. 

American Medical Association Annual Congress on Medical 
Education and Licensure. Forty-eighth Annual Congress 
on Medical Education and Licensure Held at the Palmer 
House, Chicago, February 10-12, 1952. In Medical Edu- 
cation in the United States and Canada, 1951-52. Part 
2. Proceedings of the Annual Congress * * * Chi- 
cago, The Association, 1952. 57 pp. 


American Medical Association Council on Medical Education 
and Hospitals. Graduate Medical Education in the United 
States; Continuation Study for Practicing Physicians, 
1937-40. Chicago, The Association, 243 pp. 

Anderson, Donald G.; Manlove, Francis R.; and Tipner, Anne. 
Medical Education in the United States and Canada; 
Fifty-Second Annual Report on Medical Education in the 
United States and Canada by the Council on Medical 
Education and Hospitals of the American Medical Associa- 
tion. Journal of American Medical Association 150: 99- 
142, September 13, 1952. Also in Medical Education in the 
United States and Canada, 1951-52. Part 1. Reprint of 
Fifty-second Annual Report * * * Chicago, The As- 
sociation, 1952. Ca. 45 pp. 

Anderson, Donald G. Medical Education; a Look Ahead. 
Journal of American Medical Association 145: 478-480, 
February 17, 1951. 

Ashford, Mahlon, editor. Trends in Medical Education; New 
York Academy of Medicine Institute on Medical Educa- 
tion, 1947. New York, Commonwealth Fund, 1949. 320 pp. 

Commission on Graduate Medical Education. Report of the 
Commission on Graduate Medical Education. Chicago, 
University of Chicago Press, 1940. 304 pp. 

Commission on Medical Education. Final Report of the Com- 
mission on Medical Education. New York, Office of the 
Director of Study, 1932. 560 pp. 

Darley, Ward, and Turner, Edward L. Leadership in Curricu- 
lum Planning. Journal of Association of American Medi- 
cal Colleges 25: 12-20, January 1950. 

Evans, Lester J. Medical Education for Insight. American 
Journal of Orthopsychiatry 19: 585-591, October 1949. 


Evans, Lester J. The Medical Educator of the Future. Journal 
of Association of American Medical Colleges 22: 25-29, 
January 1947. 


Livingstone, Richard. Some Thoughts on University Educa- 
tion. London, Cambridge University Press, 1948. 28 pp. 


Welch, William Henry. The Harvey Lecture; Medical Edu- 
cation in the United States. Jn Papers and Addresses by 
William Henry Welch. Volume 3. Medical Education, 
History and Miscellaneous * * * Baltimore, Johns 
Hopkins Press, 1920. Vol. 3, pp. 119-131. 


Special Curriculum Problems 


Association of American Medical Colleges and American As- 
sociation of Medical Social Workers, Joint Committee. 
Widening Horizons in Medical Education; a Study of the 
Teaching of Social and Environmental Factors in Medicine, 
1945-46. New York, Commonwealth Fund, 1948. 228 pp. 


American Psychiatric Association and Association of Americau 
Medical Colleges. Psychiatry and Medical Education; Re- 
port of the 1951 Conference on Psychiatric Education Held 
at Cornell University, Ithaca, New York, June 21-27, 1951. 
Washington, D. C., American Psychiatric Association, 1952. 
164 pp. 

Darley, Ward. Child Health and the Education of Physicians. 
Journal of Medical Education 27: 99-103, March 1952. 


Hubbard, John P.; Mitchell, John McK.; Poole, Mary L.; and 
Rogers, Arthur M. The Family in the Training of Medical 
Students. Journal of Medical Education 27: 10-18, Jan- 
uary 1952. 

Johnson, Victor. Problems in Graduate Medical Education. 
Transactions, American Academy of Ophthalmology and 
Otolaryngology 56: 7-16, January-February 1952. 

Paul, John R. Preventive Medicine at the Yale University 
School of Medicine, 1940-49. Yale Journal of Biology and 
Medicine 22: 199-211, January 1950. 

Smith, Geddes. Psychotherapy in General Medicine; Report 
of an Experimental Postgraduate Course. New York, 
Commonwealth Fund, 1946. 38 pp. 

Weiskotten, H. G. Industrial Medicine and Medical Educa- 
tion. Occupational Medicine 5: 135-138, February 1948, 


The Hospital and Medical Education 


Brown, Lawrence Greeley. The Hospital Problem of Negro 
Physicians. Journal of National Medical Association 34: 
83-85, March 1942. 

Morrison, John T. Small Hospitals as Centers of Medical Edu- 
cation 74: 96-101, April 1950. 

New York University Faculty of Medicine. The Mission of a 
Medical School. New York, New York University, 1945. 
104 pp. 

West, Margaret D.; Barclay, Robert W.; and Crosby, Edwin L. 
An Inventory of Hospital House Staffs. Hospitals 26 (12): 
63-68, December 1952. 


285 


FINANCING MEDICAL EDUCATION AND 
RESEARCH 


General Financial Problems in Higher 
Education 


Allen, H. K., in collaboration with Axt, Richard G. State 
Public Finance and State Institutions of Higher Education 
in the United States. New York, Columbia University 
Press, 1952. 196 pp. 


Badger, Henry G., and Farr, Maude. Statistics of Higher 
Education; Receipts, Expenditures and Property. In Bi- 
ennial Survey of Education in the United States, 1948-50. 
Office of Education Publication. Washington, D. C., 
Government Printing Office, 1952. Ch. 4, section 2, 61 pp. 

Commission on Financing Higher Education. Nature and 
Needs of Higher Education; the Report of the Commis- 
sion on Financing Higher Education, New York, Co- 
lumbia University Press, 1952. 191 pp. 

Farr, Maude, and Story, Robert C., in consultation with Kelly, 
Frederick J. Statistics of Land-Grant Colleges and Uni- 
versities, Year Ended June 30, 1950. Office of Education 
Bulletin 4, 1951. Washington, D. C., Government Print- 
ing Office, 1951. 48 pp. 

Harris, Seymour E. How Shall We Pay for Education? New 
York, Harper & Brothers, 1948. 214 pp. 

Hoff, Charles. Enrollment, Fee and Salary Survey. College 
and University Business 11: 29-33, August 1951. 


Quattlebaum, Charles A. Federal Educational Activities and 
Educational Issues Before Congress; a Report Prepared 
in the Legislative Reference Service of the Library of 
Congress. 82d Congress, 2d Session, House Document 423, 
printed for use of Committee on Education and Labor. 
Washington, D. C., Government Printing Office, 1952. 
567 pp. 

Russell, John Dale. The Finance of Higher Education. Chi- 
cago, University of Chicago Bookstore, 1946. 361 pp. 
Processed. 


The Financial Problem of Medical Schools 


American Medical Association Council on Medical Educa- 
tion, and Association of American Medical Colleges. Re- 
port of the Joint Committee on Medical Education in 
Time of National Emergency. Journal of American Medi- 
cal Association 145: 1288-89, April 21, 1951. Also in 
Journal of Medical Education 26: 214-217, May 1951. 


American Medical Association. The Physician and the Ameri- 
can Medical Education Foundation, editorial. Journal of 
American Medical Association 150: 1016, November 8, 
1952. . 


Henricksen, Gerhard C., and Davison, Wilburt C. Cost of 
Undergraduate Medical Instruction in an Endowed School. 
Journal of American Medical Association 149: 99-104, 
May 10, 1952. 

Perrott, George St.J.; O’Rourke, John T.; Petry, Lucile; et al. 
Education for the Health Services; a Report to the Tempo- 
rary Commission on the Need for a State University. New 
York State Legislative Document (1948) 32. Albany, 
Williams Press, 1948. 170 pp. 


286 


Surgeon General’s Committee on Medical School Grants and 
Finances. Medical School Grants and Finances. Part 2. 
Financial Status and Needs of Medical Schools, Public 
Health Service Publication 54. Washington, D. C., Gov- 
ernment Printing Office, 1951. 85 pp. 


Valentine, Alan. The Privately Endowed Medical Schools; 
Their Present and Future Financing. Journal of American 
Medical Association 137: 1-5, May 1, 1948. 

Weiskotten, H. G. Financial Support of Medical Education. 
Journal of Association of American Medical Colleges 22: 
1-4, January 1947. 

Wells, Herman B. State Funds in Support of Medical Educa- 
tion. Journal of Association of American Medical Col- 
leges 22: 155-159, May 1947. 


DENTISTS AND AUXILIARY DENTAL 
WORKERS 


Supply of Dentists 


American Dental Association. American Dental Directory. 
Chicago, The Association, 1950. 1013 pp. 

American Dental Association Bureau of Economic Research 
and Statistics. Increases in Population and Number of 
Dentists During 1949-1952. Journal of American Dental 
Association 44: 327-330, March 1952. 

American Dental Association Bureau of Economic Research 
and Statistics. The Longevity of Dentists. Journal of 
American Dental Association 39: 621-622, November 1949. 

American Dental Association Council on Dental Health. Pres- 
ent Status of Dental Personnel in the United States, June 
1952. Chicago, The Association. 30 pp. Processed. 

Mountin, Joseph W.; Pennell, Elliott H.; and Brockett, Georgie 
S. Trends in Dentist-Population Ratios. Public Health 
Reports 61: 1689-1701, November 22, 1946. 


Characteristics of Dentists 


American Dental Association Bureau of Economic Research 
and Statistics. The Ages of Dentists in the United States, 
Journal of American Dental Association 40: 107-110, 
January 1950. 


Cornely, Paul B. Distribution of Negro Dentists in the United 
States. Journal of American Dental Association 34: 
750-758, June 1, 1947. 


Weinfeld, William. Income of Dentists, 1929-48. Survey of 
Current Business 30: 8-16, January 1950. Incomes of 
Physicians, Dentists, and Lawyers, 1949-51. Survey of 
Current Business 32: 5-7, July 1952. 


Nature of Dental Practice 


American Dental Association Bureau of Economic Research 
and Statistics. Nineteen Fifty Survey of the Dental Pro- 
fession. 1. Introduction. 2. The Dentist and Certain 
Aspects of His Training and Practice. 3. The Dentist’s 
Work Week. 4. The Dentist’s Work Year. 5. The Age 
and Sex of Dental Patients. 6. Dental Services Rendered. 
7. Summary. Journal of American Dental Association 41: 


253-260, August 1950; 376-382, September 1950; 505-510, 
October 1950; 625-631, November 1950; 761-765, December 
1950; 42: 196-201, February 1951; 444-447, April 1951. 

Ciocco, Antonio; Altman, Isidore; and Sissman, Isaac. Dental 
Practice in Western Pennsylvania. Public Health Reports 
66: 1379-1388, October 26, 1951. 

Klein, Henry. Civilian Dentistry in War-Time. Journal of 
American Dental Association 31: 648-661, May 1, 1944. 
Klein, Henry; Dollar, Melvin L.; and Bagdonas, Joseph E. 
Dentist-Time Required to Perform Dental Operations. 
Journal of the American Dental Association 35: 153-160. 

August 1, 1947. 


Training and Education 


American Dental Association Council on Dental Education. 
Educational Programs of Dental Schools. Journal of 
American Dental Association 39: 619-620, November 1949. 


American Dental Association Council on Dental Education. 
Requirements for the Approval of a Dental School. 
Adopted October 19, 1940. Journal of American Dental 
Association 28: 151-156, January 1941. 


Gies, William J. Dental Education in the United States and 
Canada; a Report to the Carnegie Foundation for the 
Advancement of Teaching. Bulletin 19. New York, The 
Foundation, 1926. 692 pp. 


Guthrie, William S. Applications to the Professional Schools 
and Colleges for the Fall Term 1951; a Manual of Infor- 
mation for Faculty Advisers and Counselors of Pre-Profes- 
sional Students. Columbus, Ohio, Ohio State University 
College of Arts and Sciences, 1952. 62 pp. 


Horner, Harlan H. Dental Education Today. Chicago, Uni- 
versity of Chicago Press, 1947. 420 pp. 


O’Rourke, John T., and Miner, Leroy M. S. Dental Education 
in the United States. Philadelphia, W. B. Saunders, 1941. 
367 pp. 


Auxiliary Workers in Dentistry 


American Dental Association Council on Dental Education. 
Data on Dental Hygienist Training Programs. Journal of 
American Dental Association 44: 321-326, March 1952. 


Fulton, John T. Experiment in Dental Care; Results of New 
Zealand’s Use of School Dental Nurses. Bulletin of World 
Health Organization 4 (1): 1-73, 1951. Also in World 
Health Organization Monograph Series, 4. Geneva, World 
Health Organization, 1951. 87 pp. 


Morrey, L. W. Dentist, Dental Hygienist and Dental Techni- 
cian in an Expanded Program for Dental Care. Journal 
Michigan Dental Society 28: 182-186, September 1946. 


Schoeny, Leo J. Dental School Faculties in the National Emer- 
gency. Presented at the Twenty-Ninth Annual Meeting 
of American Association of Dental Schools, Colorado 
Springs, Colorado, March 23, 1952. 


Waterman, George E. Effective Use of Dental Assistants. 
Public Health Reports 67: 390-394, April 1952. 


Financing Dental Education 


Public Health Service. Financial Status and Needs of Dental 
Schools. Public Health Service Publication 200. Wash- 
ington, D. C., Government Printing Office, 1952. 83 pp. 


PROFESSIONAL NURSES AND AUXILIARY 
NURSING WORKERS 


Supply of Nurses 


Abdellah, Faye G. State Nursing Surveys and Community 
Action. Public Health Reports 67: 554-560, June 1952. 


American Nurses Association. Inventory of Professional Regis- 
tered Nurses, 1951. New York, The Association, 1952. 
27 pp. 


American Nurses Association. 1951 Facts About Nursing; a 
Statistical Summary. New York, The Association. 116 pp. 


Women’s Bureau. The Outlook for Women in Occupations in 
the Medical and Other Health Services; Professional 
Nurses. Bulletin 203, No. 3. Wahington, D. C., Govern- 
ment Printing Office, 1945 (reprinted 1950). 66 pp. 


Characteristics of Nurses 


American Nurses’ Association. Salaries of Professional Regis- 
tered Nurses. American Journal of Nursing 50: 329-330, 
June 1950. 


Bureau of Labor Statistics. The Economic Status of Regis- 
tered Professional Nurses, 1946-47. Bulletin 931. Wash- 
ington, D. C., Government Printing Office, 1948. 69 pp. 


Mannino, Anthony J. Men in Nursing. American Journal of 
Nursing 51: 198-199, March 1951. 


Nature of Nursing Employment and Services 


Altenderfer, Marion E. Wartime Nursing Care in Representa- 
tive General Hospitals. Public Health Reports 60: 90-99, 
January 29, 1945. 


Committee on the Function of Nursing. A Program for the 
Nursing Profession. New York, Macmillan, 1948. 108 pp. 


Jones, Josephine A. Evaluating the Performance of Nurses. 
Modern Hospital 76 (2): 51-56, February 1951. 


National League of Nursing Education, Department of Studies. 
A Study of Nursing Service in One Children’s and Twenty- 
One General Hospitals. New York, The League, 1948. 
63 pp. 

Olson, Apollonia Frances, and Tibbitts, Helen G. A Study of 
Head Nurse Activities in a General Hospital, 1950. Pub- 
lic Health Service Publication 107. Washington, D. C., 
Government Printing Office, 1951. 19 pp. 


Tattershall, Louise M., and Altenderfer, Marion E. Private 
Duty Nursing in General Hospitals. American Journal of 
Nursing 44: 651-654, July 1944. 


287 


Tattershall, Louise M., and West, Margaret D. Wartime 
Nursing Care in 604 General Hospitals. American Jour- 
nal of Nursing 44: 211-214, March 1944, 

Wright, Marion J. Meeting the Need for Nursing Personnel. 
Hospitals 26 (1): 49-51 ff., June 1952, part 1. 


Various Aspects of Nursing Services 


American Public Health Association Committee on Adminis- 
trative Practice. Public Health and Bedside Home Nurs- 
ing Services. American Journal of Public Health 38: 
82-85, January 1948. 

Gardner, Mary S. Public Health Nursing. New York, Mac- 
millan, 1947. 476 pp. 


Shepard, William P., and Wheatley, George M. Visiting Nurse 
Service; Community Asset for Every Physician. Journal 
of American Medical Association 149: 554-557, June 7, 
1952. 

Taylor, Keith O. Methods of Measuring the Quality of Nurs- 
ing Care. Modern Hospital 66 (4): 52-55, April 1946; 
(5): 59-61, May 1946; (6): 62-64, June 1946. 

World Health Organization Expert Committee on Nursing. 
Report on the First Session. Technical Report Series, 24. 
Geneva, World Health Organization, November 1950. 
30 pp. 

World Health Organization Expert Committee on Professional 
and Technical Education of Medical And Auxiliary Per- 
sonnel. Report on the First Session. Technical Report 
Series, 22. Geneva, World Health Organization, December 
1950. 35 pp. 


Nursing in Prepayment Programs 


American Nurses Association and the National Organization 
for Public Health Nursing, Committee on Nursing in Med- 
ical Care Plans. Guide for the Inclusion of Nursing Sery- 
ice in Medical Care Plans. New York, National Organi- 
zation for Public Health Nursing, 1950. 31 pp. 

Goldmann, Franz. Nursing in Health Insurance Plans. 
Health Nursing 40: 405-408, August 1948. 

Haupt, Alma C., and Connors, Helen. Nursing in Medical 
Care Plans. American Journal of Nursing 51: 357-358, 
June 1951. 

Kiem, Margaret C. Nursing Opportunities in Medical Care 
Insurance. Public Health Nursing 43: 8-16, January 1951. 

Randall, Marian G. Home Nursing Service in the Health 
Insurance Plan of Greater New York. American Journal 
of Public Health 39: 167-170, February 1949. 


Public 


Education and Training 


American Dental Association; American Hospital Association; 
American Medical Association; et al. Inter-Association 
Committee on Health. Statement of Principles for the 
Improvement and Better Distribution of Nursing Services. 
In Proceedings of the Atlantic City Session, June 11-15, 
1951. Journal of American Medical Association 146: 
836, June 30, 1951. 


Brown, Esther Lucile. Nursing for the Future; a Report Pre- 
pared for the National Council. New York, Russell Sage 
Foundation, 1948. 198 pp. 


288 


Committee for the Study of Nursing Education. Nursing and 
Nursing Education in the United States; Report of the 
Committee for the Study of Nursing Education * * * 
and a Report of a Survey by Josephine Goldmark. New 
York, Macmillan, 1923. 585 pp. 

Committee on the Grading of Nursing Schools. Results of 
the First Grading Study of Nursing Schools. Section 1. 
The Student Body. Section 2. What Students Learn. 
Section 3. Who Control the Schools. New York, The Com- 
mittee, April 1931. Sec. 1, 60 pp.; Sec. 2, 84 pp.; Sec. 3, 
89 pp. 

Committee on the Grading of Nursing Schools. The Second 
Grading of Nursing Schools; Based on Information 
Gathered from 1,383 Schools of Nursing in the United 
States During the Year 1932. New York, The Committee, 
1932. 164 pp. 

Gelinas, Agnes. Nursing and Nursing Education. New York, 
Commonwealth Fund, 1946. 72 pp. 

Public Health Service. The United States Cadet Nurse Corps 
and Other Federal Nurse Training Programs. Public 
Health Service Publication 38. Washington, D. C., Gov- 
ernment Printing Office, 1950. 100 pp. 

Vreeland, Ellwynne. Some Qualitative and Quantitative Fac- 
tors in Nurse Education. Public Health Reports 63: 1667— 
91, December 24, 1948. 

West, Margaret, and Hawkins, Christy. Nursing Schools at the 
Mid-Century; a Report Prepared Under the Auspices of 
the Subcommittee on School Data Analysis for the National 
Committee for the Improvement of Nursing Services. New 


York, National Committee for the Improvement of Nursing 
Services, 1950. 88 pp. 


Financing Education for Nurses 


American Nurses’ Association and National League of Nursing 
Education. State Aid to Nursing Education, editorial. 
American Journal of Nursing 51: 691, December 1951. 

Petry, Lucile, and Block, Louis, compilers and editors. Cost 
Analysis for Schools of Nursing; a Manual of Methods and 
Procedures. Public Health Service Publication. Wash- 
ington, D. C., Government Printing Office, 1947. 77 pp. 
Processed. 


Practical Nursing and Nursing Aides 


Children’s Bureau. Recommendations for Development of a 
Nurse Mid-Wifery Service in a Rural Area. Washington, 
D. C., The Bureau, March 1947. 3 pp. Processed. 

Office of Education. Practical Nursing; an Analysis of the 
Practical Nurse Occupation With Suggestions for the Or- 
ganization of Training Programs. Washington, D. C., Gov- 
ernment Printing Office, 1947. 144 pp. 


Office of Education, with the collaboration of the Practical Nurs- 
ing Curriculum Committee, et al. Practical Nursing Cur- 
riculum; Suggestions for Developing a Program of Instruc- 
tion Based Upon the Analysis of the Practical Nurse 
Occupation (Misc. No. 8, 1947). Office of. Education 
Miscellaneous Publication 11. Washington, D. C., Govern- 
ment Printing Office, 1950. 140 pp. 


Phillips, Elizabeth C. The Role of the Practical Nurse in 
Public Health Nursing Services. American Journal of 
Public Health 42: 717-722, June 1952. 


Tattershall, Louise M., and Altenderfer, Marion E. Paid Aux- 
iliary Nursing Workers Employed in General Hosptals. 
American Journal of Nursing 44: 752-756, August 1944, 

Torrop, Hilda M. Are Practical Nurses the Answer? Hos- 
pitals 26 (7): 56-57, July 1952. 

Women’s Bureau. The Outlook for Women in Occupations in 
the Medical Services; Practical Nurses and Hospital At- 
tendants. Bulletin 203, No. 5. Washington, D. C., Govern- 
ment Printing Office, 1950. 20 pp. 


PARAMEDICAL PERSONNEL 
The General Problem 


American Hospital Association. Critical Shortage of Person- 
nel; Results of a Survey. Hospitals 26 (4): 70-71, April 
1952. 

Bachman, George W., and associates. Other Health Person- 
nel. Chapter 4 in Health Resources in the United States; 
Personnel, Facilities, and Services, Washington, D. C., 
Brookings Institution, 1952. Ch. 4, pp. 79-109. 

Bureau of) Labor Statistics in cooperation with Veterans Ad- 
ministration Office of Assistant Administrator for Voca- 
tional Rehabilitation and Education. Occupational Out- 
look Handbook; Employment Information on Major Occu- 
pations for Use in Guidance. Bureau of Labor Statistics 
Bulletin 998 (revision of Bulletin 940), 1951 edition. 
Washington, D. C., Government Printing Office, 1951. Ca. 
576 pp. 

Great Britain, Ministry of Health, and Department of Health for 
Scotland. Reports of the Committees on Medical Aux- 
iliaries, Presented to Parliament * * * by Command 
of His Majesty, April 1951. London, His Majesty’s Sta- 
tionery Office, 1951, 227 pp. 

Hooks, Janet M. Women’s Occupations Through Seven Dec- 
ades. Women’s Bureau Bulletin 218. Washington, D. C., 
Government Printing Office, 1947. 260 pp. 

Miller, James Alexander; Hamman, Louis; et al. Medical 
Addendum; Related Essays on Medicine and the Chang- 
ing Order. New York, Commonwealth Fund, 1947. 156 pp. 

National Education Association, and American Association for 
Health, Physical Education, and Recreation. Personnel 
and Relationships in School Health, Physical Education, 
and Recreation. National Education Association Re- 
search Bulletin 28: 84-109, October 1950. 

Women’s Bureau, 1950 Handbook of Facts on Women Work- 
ers. Bulletin 237. Washington, D. C., Government Print- 
ing Office, 1950. 106 pp. 

Women’s Bureau. The Outlook for Women in Occupations in 
the Medical and Other Health Services; Trends and 
Their Effect Upon the Demand for Women Workers. 
Bulletin 203, No. 12. Washington, D. C., Government 
Printing Office, 1946. 55 pp. 


Facts on Specific Occupations 


American Association of Medical Social Workers. A State- 
ment of Standards to Be Met by Social Service Depart- 


ments in Hospitals, Clinics, and Sanatoria. Approved by 
the American Hospital Association, 1949. Washington, 
D. C., American Association of Medical Social Workers, 
1949. 8 pp. 


American Association of Social Workers. Membership Direc- 
tory. New York, The Association, 1952. 306 pp. 


American Association of Social Workers. Social Work Fellow- 
ships and Scholarships Offered During the Year 1952-53. 
New York, The Association, September 1951. 20 pp. 


American Association of Social Workers. Standards for the 
Professional Practice of Social Work; Code of Ethics, Per- 
sonnel Standards and Practices in Social Work, Civil Rights 
in Social Work. Social Work Journal 33: 1-15, July 1952, 
part 2. 


American Council on Education. The General Report of the 
Pharmaceutical Survey, 1946-49. Washington, D. C., The 
Council, 1950. 240 pp. 

Arestad, F. H., and McGovern, Mary A. Approved Schools 
for Medical Technologists, X-ray Technicians, Physical 
Therapists, Occupational Therapists, and Medical Record 
Librarians. Jn Hospital Service in the United States; the 
1951 Census of Hospitals. Reprinted from Journal of 
American Medical Association, Hospital Number, May 10, 
1952, with Supplement. Chicago, The Association, 1952. 
pp. 83-100. 

Bureau of Labor Statistics. Economic Status of Dietitians, 
1949. Chicago, American Dietetic Association, 1950. 40 
pp- 

Bureau of Labor Statistics. Employment Outlook for Engi- 
neers; Employment Trends and Outlook, Earnings, Oc- 
cupational Mobility. Bulletin 968. Washington, D. C., 
Government Printing Office, 1950. 119 pp. 


Bureau of Labor Statistics. Social Workers in 1950; a Report 
on the Study of Salaries and Working Conditions in 
Social Work, Spring 1950. New York, American Associa- 
tion of Social Workers, 1952. 78 pp. 


Hollis, Ernest V., and Taylor, Alice L. Social Work Education 
in the United States; the Report of a Study Made for the 
National Council on Social Work Education. New York, 
Columbia University Press, 1951. 422 pp. 


Knott, Leslie. Personnel Shortages in Medical Social Work, 
Occupational Therapy, and Physical Therapy; Medical 
Social Workers. New York, National Foundation for 
Infantile Paralysis, 1952. 21 pp. Processed. 


Lyon, Walter A., and Miller, Arthur P. The Composition of 
the Sanitary Engineering Profession. National Scientific 
Register, Scientific Manpower Series, 2. Washington, 
D. C., Government Printing Office, 1952. 36 pp. 


Magelaner, I. How Many Social Service Workers? ; a Simple 
Formula Gives the Answer. Hospitals 23 (3): 54-57, 
March 1949, 

Miller, Arthur P. Graduates from Undergraduate Sanitary 


Engineering Courses in the United States. Public Health 
Reports 66: 369-374, March 23, 1951. 


Public Health Service. Staffing Pattern, Public Health Serv- 
ice, Fiscal Years 1949, 1950, and 1951. Washington, D. C., 
Public Health Service, 1951. 27 pp. Processed. 

Reed, Louis S. Midwives, Chiropodists, and Optometrists; 
Their Place in Medical Care. Committee on the Costs of 


289 


Medical Care Publication 15. Chicago, University of Chi- 
cago Press, 1932. 70 pp. 

Reed, Louis S. The Healing Cults; a Study of Sectarian Medi- 
cal Practice, Its Extent, Causes, and Control. Committee 
on the Costs of Medical Care Publication 16. Chicago, 
University of Chicago Press, 1932. 134 pp. 


Sanger, William T. Careers in Rehabilitation; a Place on the 
Team. Crippled Child 30 (4): 18-20 ff., December 1950. 

Taylor, Eugene. Personnel Shortages in Medical Social Work, 
Occupational Therapy, and Physical Therapy; Occupational 
Therapy. New York, National Foundation for Infantile 
Paralysis, 1952. 11 pp. Processed. 


Women’s Bureau. The Outlook for Women as Occupational 
Therapists. Medical Services Series Bulletin 203, No. 2, 
revised. Washington, D. C., Government Printing Office, 
1952. 51 pp. 

Women’s Bureau. The Outlook for Women as Physical Thera- 
pists. Medical Services Series Bulletin 203, No. 1, revised. 
Washington, D. C., Government Printing Office, 1952. 
ol pp. 

Women’s Bureau. The Outlook for Women in Social Case 
Work in a Medical Setting. Social Work Series Bulletin 
235, No. 1. Washington, D. C., Government Printing 
Office, 1950. 59 pp. 


Worthingham, Catherine. Personnel Shortages in Medical So- 
cial Work, Occupational Therapy, and Physical Therapy; 
Physical Therapy. New York, National Foundation for 
Infantile Paralysis, 1952. 21 pp. Processed. 


IMPROVED AND INCREASED HEALTH 
PERSONNEL 


General Discussion 


Grant, John B. International Trends in Health Care. Ameri- 
can Journal of Public Health 38: 381-396, March 1948. 
Lee, Roger I.; Jones, Lewis Webster; and Jones, Barbara. The 
Need for Personnel and Facilities. In The Fundamentals 
of Good Medical Care; an Outline of the Fundamentals of 
Good Medical Care and an Estimate of the Service Re- 
quired to Supply the Medical Needs of the United States. 
Committee on the Costs of Medical Care Publication 22. 
Chicago, University of Chicago Press, 1933. Ch. 8, pp. 

111-128. 

McNickle, Roma K. Medical Manpower. Editorial Research 
Reports 1 (6): 103-118, February 14, 1951. 

National Health Assembly. What Is the Nation’s Need for 
Health and Medical Personnel? Chapter 1 in America’s 
Health; a Report to the Nation. New York, Harper & 
Brothers, 1949. Ch. 1, pp. 1-38. 

President’s Materials Policy Commission. Government and 
Materials Research. Chapter 25 in Resources for Free- 
dom; a Report to the President. Volume 1, Foundations 
for Growth and Security. Washington, D. C., Government 
Printing Office, 1952. Vol. 1, ch. 25, pp. 140-146. 

Wolfle, Dael L.; Chapman, Dwight; Moreell, Ben; et al. 
Human Resources, the Needs and the Supply; Conference 
on Human Resources and Higher Education, University of 
Pittsburgh, May 1951. Pittsburgh, University of Pitts- 
burgh Press, 1951. 64 pp. 


290 


Physicians 


Gregg, Alan. Doctors—There Are 209,000 M.D.’s; When We 
Attempt to Estimate Whether We Will Have Enough We 
Must Consider Not Only the Demand for Medical Care 
but Also the Need for It. Scientific American 185 (3): 
79-84, September 1951. 


Klarman, Herbert E. Requirements for Physicians. In 
Papers and Proceedings of the Sixty-Third Annual Meet- 
ing of the American Economic Association, Chicago, IIli- 
nois, December 27-30, 1950. American Economic Review 
41 (2) : 633-645, May 1951. 

Leveroos, Edward H., and VonEhren, Warren R. Approved 
Internships and Residencies in the United States; Annual 
Report of Internships and Residencies by the Council on 
Medical Education and Hospitals of the American Medical 
Association. Journal of American Medical Association 
150: 275-377, September 27, 1952. 


Miller, Seward E. Industrial Health Service. Paper presented 
at meeting of Health Resources Advisory Committee. 
Washington, D. C., Office of Defense Mobilization, June 29, 
1951. 4 pp. 

Mountin, Joseph W.; Pennell, Elliott H.; and Berger, Anne G. 
Health Service Areas; Estimates of Future Physician Re- 
quirements. Public Health Bulletin 305. Washington, 
D. C., Government Printing Office 1949. 89 pp. 

Parran, Thomas. Medical Manpower. Journal of Association 
of American Medical Colleges 23: 18-29, January 1948. 


Rappleye, Willard C. Personnel is the Key to Effective Health 
Programs. Modern Hospital 75 (2): 96 ff., August 1950. 


Rusk, Howard A. Medicine, Mobilization, and Manpower. 
Journal of American Medical Association 145: 1256-60, 
April 21, 1951. Also in Medical Education in the United 
States and Canada, 1950-51. Part 2. Proceedings of the 
Forty-Seventh Annual Congress on Medical Education and 
Licensure, Held at the Palmer House, Chicago, February 
12-13, 1951. Chicago, The Association, 1951. 63 pp. 


Rusk, Howard A. Procurement, Assignment, and Utilization 
of Reserve Medical Officers. Washington, D. C., Office 
of Defense Mobilization Health Resources Advisory Com- 
mittee, 1951. Ca. 13 pp. Processed. 


Veeder, Borden S. Is There a Physician Shortage? Journal 
of Pediatrics 39: 128-132, July 1951. Also in Current 
Medical Digest 18 (9): 71 ff., September 1951. 


Dentists 


Klein, Henry. Dental Neels Versus Dental Manpower. Jour- 
nal of American Dental Association 31: 263-266, February 
1, 1944. 


Schoeny, Leo J. Dentistry, Mobilization, and Manpower. 
Journal of American Dental Association 42: 548-557, May 
1951. 


Strusser, Harry. Dental Needs and Dental Manpower. New 
York State Dental Journal 14: 25-38, January 1948. 


Scientists and Engineers 


Bureau of Labor Statistics. The Nation’s Scientific and Tech- 
nical Manpower. Manpower Report 3. Washington, D. C., 


The Bureau, December 1950 (Reissued November 1951). 
19 pp. Processed. 


Compton, Karl T. Engineers—There Are 400,000 of Them, 
but They Are in Acutely Short Supply; an Analysis of 
This Critical Situation, With Some Suggestions as to How 
It Might Be Alleviated in the Future. Scientific Ameri- 
can 185 (3): 65-68, September 1951. 

Office of Defense Mobilization Committee on Specialized Per- 
sonnel, Task Force on Resources and Requirements. Re- 
sources and Requirements of Specialized Personnel; a 
Preliminary Evaluation. Washington, D. C., Office of De- 
fense Mobilization, September 1951. 85 pp. 

Trytten, M. H. Scientists—We Have 175,000 and Need More; 
the Problem Is Complicated by the Fact That Applied 
Science Takes Workers Away From Pure Science, the Well- 
spring of Our Technical Progress. Scientific American 
185 (3): 71-76, September 1951. 


Other Personnel 


Kuehn, Ruth P. Nursepower in Mobilization. Washington, 
D. C., Office of Defense Mobilization, Health Resources 
Advisory Committee, 1951. 11 pp. Processed. 

Shepard, William P. Manpower Shortages in Official Health 


Agencies. Public Health Reports 67: 709-724, August 
1952. 


Bibliography 


Department of Defense, Research and Development Board. 
Scientific Manpower (Supply, Demand, and Utilization), 
1940-1950; a Selected and Annotated Bibliography. Re- 
search and Development Board Publication 303/8. Wash- 
ington, D. C., The Board, January 195]. 27 pp. 
Processed. ; 


HEALTH FACILITIES AND SERVICES 
HOSPITALS 


General Discussion 


Bachmeyer, Arthur C., and Hartman, Gerhard, editors. Hos- 
pital Trends and Developments. New York, Common- 
wealth Fund, 1948. 819 pp. 

Commission on Hospital Care. Hospital Care in the United 
States; a Study of the Function of the General Hospital, 
Its Role in the Care of All Types of Illness, and the Con- 
duct of Activities Related to Patient Service, With Recom- 
mendations for Its Extension and Integration for More 
Adequate Care of the American Public. New York, Com- 
monwealth Fund, 1947, 631 pp. 

Corwin, E. H. L. The American Hospital. New York, Com- 
monwealth Fund, 1946. 226 pp. 

Faxon, Nathaniel W., editor. The Hospital in Contemporary 
Life, Cambridge, Mass., Harvard University Press, 1949. 
288 pp. 

Ginzberg, Eli. A Pattern for Hospital Care; Final Report of 
the New York State Hospital Study. New York, Columbia 
University Press, 1949. 368 pp. 

Goldwater, S$. S. On Hospitals. New York, Macmillan, 1947. 
395 pp. : 


Number and Location 


American Hospital Association. Administrators Guide Issue; 
Statistical Guides, Guide to Hospitals and Association 
Memberships, Guide to Organizations and Schools, Man- 
agement Guides. Hospitals 26 (6): Ca. 376 pp., June 
1952, part 2. 


Arestad, F. H., and McGovern, Mary A. Hospital Service in the 
United States; the 1951 Census of Hospitals. Thirty-First 
Presentation of Hospital Statistics by the Council on Med- 
ical Education and Hospitals of the American Medical 
Association, and Approved Schools for Medical Technolo- 
gists, X-ray Technicians, Physical Therapists, Occupational 
Therapists, and Medical Record Librarians. Reprinted 
from Journal of American Medical Association, Hospital 
Number, May 10, 1952, with Supplement. Chicago, The 
Association, 1952. 100 pp. 


Glaser, Stanley; Johnston, Josephine E.; and Durdick, Adele B. 
Index of Hospitals and Sanatoria With Tuberculosis Beds 
in the United States and Territories as of January 1, 1952. 
Public Health Service Publication 253. Washington, D. C., 
Public Health Service, 1952. 32 pp. 


National Tuberculosis Association. Tuberculosis Hospital and 
Sanitorium Directory; a Directory of Tuberculosis Hospi- 
tals and General Hospitals Having Departments for 
Tuberculosis Patients. New York, The Association, 1951. 
189 pp. 


Public Health Service, Hospital Beds in the United States. 
Public Health Reports 67: 312-315, March 1952. 


Public Health Service. Hospital Construction Under the Hill- 
Burton Program; Analysis of Projects Approved for Fed- 
eral Aid, September 30, 1952. Washington, D. C., Public 
Health Service, October 20, 1952. 25 pp. Processed. 


Reed, Louis S. Hospital Construction Trends. Modern Hos- 
pital 78 (3) : 72-76, March 1952. 


Rice, Dorothy R., and Reed, Louis S. The Nation’s Needs for 
Hospitals and Health Centers; a Summary of Data From 
Plans Submitted by the States Under the Hospital Survey 
and Construction Act. Washington, D. C., Public Health 
Service, June 1949. 159 pp. Processed. 


United States Senate Committee on Labor and Public Wel- 
fare. Hospital Survey and Construction (Hill-Burton) 
Act Amendments; Hearings Before a Subcommittee of the 
Committee on Labor and Public Welfare, United States 
Senate, 8lst Congress, Ist Session, on * * * Bills 
Relative to Hospital Survey and Construction Act Amend- 
ments, May 4-5, 9, 1949. Washington, D. C., Govern- 
ment Printing Office, 1949. 272 pp. 


Hospital Administration and Medical Services 


American, Hospital Association. An Institute of Hospital Af- 
fairs. Hospitals 26 (8): 49-51, August 1952. 

American Hospital Association. Hospital Salary Survey, 1952; 
a Report Prepared for Member Hospitals of the American 
Hospital Association. Chicago, The Association, 1952. 
56 pp. 

Cunningham, R. M., Jr.; Jack, Homer A.; Bluestone, E. M.; 
et al. Are Hospitals for the Sick or Just Some of the Sick. 


291 


A series of 10 articles on hospital care of Negroes in the 
United States. Modern Hospital 76 (6) : 51-65, June 1951. 

Department of Labor, in cooperation with the American Hos- 
pital Association. Job Descriptions and Organizational 
Analysis for Hospitals and Related Health Services. 
Washington, D. C., Government Printing Office, 1952. 
532 pp. 

Hayt, Emanuel; Hayt, Lillian R.; and Groeschel, August H.; 
in collaboration with American College of Hospital Ad- 
ministrators. Law of Hospital, Physician, and Patient. 
New York, Hospital Textbook Company, 1952. 804 pp. 

Hospital Association of Pennsylvania. Better Hospital Care for 
the Ambulant Patient; Report of the Special Committee on 
Hospital Clinic Services. Harrisburg, The Association, 
1946. 184 pp. 

MacEachern, Malcolm T. Hospital Organzation and Manage- 
ment. Chicago, Physicians’ Record Company, 1947. 
1052 pp. 

McGibony, John R. Principles of Hospital Administration. 
New York, G. P. Putnam’s Sons, 1952. 540 pp. 

St. Mary’s Hospital (Rochester, N. Y.) Administrator and 
staff. The Administrative Manual of St. Mary’s Hospital, 
Rochester, N. Y. St. Louis, Mo., Catholic Hospital Asso- 
ciation, 1952. Ca. 615 pp. Processed. 

Schafer, Margaret K. Staffing the General Hospital; 25 to 100 
Beds. Washington, D. C., Public Health Service, July 
1949. Also reprinted in American Hospital Association 
Publication G 25-49. Chicago, The Association, 1949 and 
1951. 30 pp. 

Shindell, Sidney. A Method of Home Care for Prolonged IIl- 
ness. Public Health Reports 65: 651-660, May 19, 1950. 

Stone, J. E. Hospital Organisation and Management. London, 
Faber and Faber, 1952. 1722 pp. 


Hospital Standards 


American College of Surgeons. Manual of Hospital Standardi- 
zation; History, Development and Progress of Hospital 
Standardization; Detailed Explanation of the Minimum 
Requirements. Chicago, American College of Surgeons, 
1946. 144 pp. 

American Hospital Association, and American College of Hospi- 
tal Administrators. Code of Hospital Ethics; Adopted 
November 29, 1941. Jn American Hospital Directory, 1948. 
Chicago, American Hospital Association, 1948. pp. A91- 
A94, 

American Hospital Association in cooperation with Public 
Health Service. A Compilation of Rules and Regulations 
for Hospital Licensure in Twelve States. Chicago, The 
Association, January 1948. 179 pp. Processed. Revision 
in preparation. 

American Medical Association Council on Medical Education 
and Hospitals. Essentials of a Registered Hospital, Re- 
vised to December 1948. Originally published in Journal 
of American Medical Association 92: 1058, March 30, 1929. 
Chicago, American Medical Association, 1948. 7 pp. 

American Psychiatric Association Committee on Psychiatric 
Standards and Policies. Standards for Psychiatric Hospi- 
tals and Out-Patient Clinics Approved by the American 


292 


Psychiatric Association (1945-46). American Journal of 
Psychiatry 102 (2): 264-269, September 1945. 


MacEachern, Malcolm T. Standardization—Its Impact on To- 
morrow. Hospitals 26 (4): 58-61 ff., April 1952. 

Merrill, A. P. Minimum Standards for Chronic Disease Hospi- 
tals of 150 Beds and Over. A series of four articles. 
Modern Hospital 69 (6): 51-53, December 1947; 70 (1): 
70-72, January 1948; 70 (2): 68-70, February 1948; 
70 (3): 83-85, March 1948. 

O’Malley, Martha, and Kossack, Carl F. A Statistical Study 
of Factors Influencing the Quality of Patient Care in 
Hospitals. American Journal of Public Health 40: 1428- 
1436, November 1950. 


Hospitals in the Community 


Bourke, John J., and Wagner, Hildegarde. Regional Councils; 
Valuable Aids in Statewide Planning. Hospitals 24 (3): 
65-68, March 1950. 


Hawley, Paul R. Fifty Years of Medical Progress; Medicine 
as a Social Instrument—the Hospital and the Community. 
New England Journal of Medicine 244: 256-259, February 
15, 1951. 


Hoge, V. M. Hospitals and Public Health Centers. Jn Medical 
Care for Americans, Franz Goldmann and Hugh R. Leavell, 
editors. Annals of American Academy of Political and 
Social Science 273: 34-42, January 1951. 


Bibliography 


American Hospital Association. Cumulative Index of Hospital 
Literature. Chicago, The Association, Semiannually. 


Peters, Joseph P. A Reading Guide for Administrators. Mod- 
ern Hospital 79 (2): 82 ff., August 1952. 


Veterans’ Administration Medical and General Reference Li- 
brary. Hospital Administration and Management; a Se- 
lected Bibliography Prepared for the Use of the Inter- 
Agency Institute for Hospital Administrators Conducted by 
the Public Health Service, Washington, D. C., October 29- 
November 16, 1951. Washington, D. C., Veterans’ Admin- 
istration, October 1951. 47 pp. Processed. 


RELATED FACILITIES 
Basic Data 


Bureau of the Census. Institutional Population. Bulletin 


Series P-E 2C. In preparation. 
Convalescent Homes 


Corwin, E. H. L. Convalescent Homes. Jn Administrative 
Medicine, Haven Emerson, editor. New York, Thomas 
Nelson and Sons, 1951. pp. 101-115. 

Gardiner, Elizabeth G., and Thomas, Francisca K. The Road 
to Recovery From IIIness; a Study of Convalescent Homes 
Serving New York City. New York, Hospital Council of 
Greater New York, 1945. 197 pp. 

New York Academy of Medicine Committee on Public Health 
Relations. Directory of Convalescent Homes in the United 


States. Sixth edition. White Plains, N. Y., Burke Founda- 
tion Sturgis Research Fund, 1947. 112 pp. 


New York Academy of Medicine Subcommittee of Committee 
on Public Health Relations. Standards for Convalescent 
Homes for Children. Journal of Pediatrics 33: 251-259, 
August 1948. 

Peddy, Lester. The Background to Current Thinking and 
Problems in Convalescent Care. New York, United Hos- 
pital Fund of New York, February 1948. 51 pp. Processed. 


United Hospital Fund of New York Conference Group on Con- 
valescent Care. The Use of Convalescent Care Facilities. 
New York, The Fund, January 1948. 24 pp. Processed. 


Nursing Homes 


Conference Group on Welfare of the Aged, Welfare Council of 
New York City. Suggested Standards for Homes for the 
Aged. 6th edition. New York, The Council, 1948. 33 pp. 
Processed. 


Conference of Nursing Homes. Report on Second Informal 
Mid-Western Conference, Indianapolis, January 12-13, 
1949. Indianapolis, Indiana Association of Licensed Nurs- 
ing Homes, 1949. 63 pp. 


Edwards, Warren L.; Hack, Eleanor M.; Nisenbaum, Harold; 
et al. Nursing Homes. A series of nine articles. Public 
Welfare in Indiana (Ind. State Dept. of Public Welfare) 
60 (5): 3-15, May 1950. 


Illinois State Department of Public Health. Minimum Stand- 
ards, Rules and Regulations for Nursing Homes. Revised 
March 31, 1952. Springfield, Ill.,, The Department, 1952. 
Ca. 44 pp. Processed. 


Kinnaman, Joseph H. The Nursing Home; a Medical Care 
Facility. American Journal of Public Health 39: 1099- 
1105, September 1949. 


Powers, Aletha. Nursing Homes. Parts 1-2. -R:N..152,26-29 
ff., October 1951; 28-30 ff., November 1951. 


Social Security Administration. Sheltered Care and Home 
Services for Recipients. Bureau of Public Assistance Re- 
port 5. Washington, D. C., The Administration, 1944. 
149 pp. 


Zeman, Frederic D. The Medical Organization of the Modern 
Home For the Aged. Journal of Gerontology 5: 262-265, 
July 1950. 


Drugs and Medicines 


American Society of Hospital Pharmacists. Bulletin of Ameri- 
can Society of Pharmacists 9: 245-421, July-August 1952. 


Costello, P. H. Licensure Statistics and Census of Pharmacy. 
In National Association of Boards of Pharmacy Proceed- 
ings, April 25-26, 1949. Chicago, The Association, 1949. 
pp. 49-60. 

Fischelis, R. P. Drug Control. In Administrative Medicine, 
Haven Emerson, editor. New York, Thomas Nelson and 
Sons, 1951. Ch. 39, pp. 727-736. 

Mordell, J. Solon. The Prescription Study of the Pharma- 
ceutical Survey Monograph 2. Washington, D. C., Ameri- 
can Council on Education, 1949. Ca. 278 pp. Processed. 


Rorem, C. Rufus, and Fischelis, Robert P. The Costs of Medi- 
cines; the Manufacture and Distribution of Drugs and 
Medicines in the United States and the Services of Phar- 
macy in Medical Care. Committee on the Costs of Medical 
Care Publication 14. Chicago, University of Chicago 
Press, 1932. 250 pp. 


Other Facilities 


Bachmeyer, Arthur C. Hospitals; Key Point of Community 
Endeavor. Hospitals 23 (5): 56-58, May 1949. 

Bigley, Loretta I. Community Clinics; the Hospital Out-patient 
Department and Nonhospital Clinics; Setting Up and Main- 
taining the Clinic Workshop. Philadelphia, J. B. Lippin- 
cott, 1947. 276 pp. 


Kellogg (W. K.) Foundation. Medical Diagnostic Services for 
Small Communities. Battle Creek, Mich., The Foundation, 
1949. 48 pp. 


Rusk, Howard A., and Taylor, Eugene J., compliers. A Direc- 
tory of Agencies and Organizations Concerned with Reha- 
bilitation and Services to the Handicapped. New York, 
New York Times, 1947. 133 pp. 


PUBLIC MEDICAL CARE PROGRAMS 


General Discussion of Problems and Programs 


Falk, I. S. Reduction of Dependency Through Health Pro- 
grams. Public Welfare 7: 102-103 ff., May 1949. 


Goldmann, Franz. Public Medical Care; Principles and Prob- 
lems. New York, Columbia University Press, 1945. 226 pp. 


Riley, Robert H.; Benner, Paul V.; and Warden, Katherine. 
Medical Assistance Programs in the States. State Govern- 
ment 19: 51-61, February 1946. . 


Sturges, Gertrude. Medical Services Under Public Welfare De- 
partments; Some Recent Advances. Medical Care 4: 206- 
211, August 1944. 


Terris, Milton. Medical Care for the Needy and Medically 
Needy. In Medical Care for Americans, Franz Goldmann, 
and Hugh R. Leavell, editors. Annals of American Acad- 
emy of Political and Social Science 273; 84-92, January 
1951. 


Terris, Milton, and Kramer, Nathan A. General Medical Care 
Programs in Local Health Departments; a Report to the 
Subcommittee on Medical Care, Committee on Adminis- 
trative Practice, American Public Health Association. 
New York, The Association, 1951. 129 pp. 


United States Congress Joint Committee on the Economic Re- 
port Subcommittee on Unemployment and Subcommittee 
on Low-Income Families. Selected Government Programs 
Which Aid the Unemployed and Low-Income Families. 
81st Congress, Joint Committee Print. Washington, D. C 
Government Printing Office, 1949. 79 pp. 

White, Ruth. Medical Care in Public Assistance, 1946. Part 
2. Summary Report. Public Assistance Report 16. Wash- 
ington, D. C., Social Security Administration, June 1952. 
127 pp. 


White, Ruth. Vendor Payments for Medical Assistance. So- 
cial Security Bulletin 13 (6): 3-7 ff., June 1950. 


293 


Guides for Program Formulation 


American Hospital Association and American Public Welfare 
Association Joint Committee. Outpatient Care for the 
Needy. Chicago, American Public Welfare Association, 
1942. 16 pp. (Revision in process.) 

American Medical Association Council on Medical Service. 
Medical Care for the Indigent; Indigent Medical Care in 
Erie County (Buffalo), New York. Journal of American 
Medical Association 149: 188-191, May 10, 1952. 


American Medical Association Council on Medical Service. 
Medical Care for the Indigent in Lake County (Gary), In- 
diana. Journal of American Medical Association 150: 
952-954, November 1, 1952. 


American Medical Association Council on Medical Service. 
Medical Care for the Indigent in Madison, Wisconsin. 
Journal of American Medical Association 149: 1247-49, 
July 26, 1952. 

American Public Health Association and American Public Wel- 
fare Association Joint Committee on Medical Care. Tax- 
Supported Medical Care for the Needy; a Statement of the 
Joint Committe. American Journal of Public Health 42: 
1310-27, October 1952. 

Brightman, I. Jay. The Physician’s Role in Welfare Medical 
Care. New York State Journal of Medicine 52: 2523-26, 
October 15, 1952. 

Sturges, Gertrude. Public Medical Service as It Is Today at 
State and Local Levels. Social Service Review 14: 501- 
508, September 1940. 


Recent Program Developments 


Berman, Jules, and Blaetus, George J. State Public Assistance 
Legislation, 1951. Social Security Bulletin 14 (12): 3- 
10 ff., December 1951. 


Dearing, W. Palmer. Medical Care for Public Assistance Re- 
cipients. Public Health Reports 66: 89-97, January 26, 
1951. 


Mushkin, Selma J. Medical Services and the Social Security 
Act Amendments of 1950. Public Health Reports 66: 
98-114, January 26, 1951. 


Special Studies of Existing Programs 


Anderson, Odin W. Administration of Medical Care; Prob- 
lems and Issues; Based on an Analysis of the Medical- 
Dental Care Program for the Recipients of Old-Age Assist- 
ance in the State of Washington, 1941-45. Ann Arbor, 
University of Michigan School of Public Health, 1947. 
179 pp. 

Anderson, Odin W. Prepayment of Physicians’ Services for Re- 
cipients of Public Assistance in the State of Washington; 
Problems and Issues. Ann Arbor, University of Michigan 
School of Public Health, 1949. 62 pp. 


Kline, Howard M.; Terris, Milton; Hapney, Cozette; and 
Kramer, Nathan A. The Maryland Medical Care Pro- 
gram. New York, American Public Health Association, 
1948. 151 pp. Processed. 

Thompson, Edward T., and Bates, Marjorie. Medical Care 
Programs of Public Welfare Agencies in the Chicago-Cook 


294. 


County Area. Chapter 45 in The Chicago-Cook County 
Health Survey; Conducted by the United States Public 
Health Service. New York, Columbia University Press, 
1949. Ch. 45, pp. 1008-1027. 


Williams, Huntington. Baltimore’s Medical Care Program. 
American Journal of Public Health 40: 728-730, June 1950. 


Bibliography 


American Public Health Association Committee on Adminis- 
trative Practice, Subcommittee on Medical Care. Medical 
Care for the Needy. Medical Care Bibliographies, part 7. 
Bethesda, Md., The Association. May 7, 1951. 5 pp. 


American Public Welfare Association Committee on Medical 
Care. Bibliography on Public Medical Service. Chicago, 
The Association, September 1944. 16 pp. Processed. 


PUBLIC HEALTH SERVICES 
Federal, State, and Local Expenditures 


Bureau of the Census. Compendium of City Government 
Finances in 1950; City Finances, 1950 (G—CF50-2). 
Washington, D. C., Government Printing Office, 1951. 
134 pp. 

Bureau of the Census. Compendium of State Government 
Finances in 1951; State Finances, 1951 (G—SF51-2). 
Washington, D. C., Government Printing Office, 1951. 
70 pp. 

Mountin, Joseph W.; Flook, Evelyn; and Minty, Edward E. 
Budgetary Structure for State Health Services; Over-All 
Expenditures for Health and Hospital Services. Chapter 
2 in Distribution of Health Services in the Structure of 
State Government, 1950. Part 1, Administrative Provisions 
for State Health Services. Public Health Service Publi- 
cation 184. Washington, D. C., Government Printing 
Office, 1952. Ch. 2, pp. 37-49. 

President of the United States. The Budget of the United 
States Government for the Fiscal Year Ending June 30, 
1952. Washington, D. C., Government Printing Office, 
1951. Ca. 1115 pp. ; 

Social Security Administration. Annual Statistical Supple- 
ment. Social Security Bulletin 15 (9) : 25-64, September 
1952. 

Staats, Elmer B. Health and Hospital Programs in the Fed- 
eral Budget. Public Health Reports 67: 164-169, Feb- 
ruary 1952. 


Intergovernmental Aids 


American Public Health Association of New York. Allocation 
of Public Health Funds: Formulae or Criteria Used by 
Certain States in Allocating State and Federal Funds to 
Local Health Departments; Submitted by the Several 
States. New York, The Association, 1947. 31 pp. 
Processed. 


Chapman, A. L., and Greve, Clifford. State-Local Grant-In-Aid 
Formulas. Public Health Reports 63: 673-677, May 21, 
1948. 


Commission on Organization of the Executive Branch of the 
Government. Federal-State Relations by the Council of 
State Governments; Report of the Commission * * * 
Pursuant to Public Law 162, 80th Congress. 81st Congress, 
Ist Session, Senate Document 81. Washington, D. C., 
Government Printing Office, 1949. 297 pp. 

Kahl, John A. Criteria for the Allocation of Subsidy to Local 
Health Departments. American Journal of Public Health 
37: 199-204, February 1947. 

Merrill, Malcolm H. Federal-State-Local Relationships in the 
Financing of Local Health Services. Public Health Re- 
ports 63: 244-251, February 20, 1948. 

Mountin, Joseph W., and Greve, Clifford H. The Role of 
Grants-in-Aid in Financing Public Health Programs. Pub- 
lic Health Bulletin 303. Washington, D. C., Government 
Printing Office, 1949. 45 pp. 

Stern, Bernhard J. Medical Services by Government; Local, 


State, and Federal. New York, Commonwealth Fund, 
1946. 208 pp. 


Warner, Estella Ford, and Flook, Evelyn. Résumé of Public 
Health Service Grant-in-Aid Programs Providing Medical 
Services. Public Health Reports 66: 167-182, February 9, 
1951. 


State Health Agencies 


American Public Health Association Committee on Adminis- 
trative Practice. The State Health Departments—Services 
and Responsibilities; Draft of a Proposed Official State- 
ment. American Journal of Public Health 42: 1450-65, 
November 1952. 

Grant, John B. The Health Department and Medical Care; 
Certain Trends. American Journal of Public Health 37: 
269-275, March 1947. 

Kimble, Sam A. Salaries of State Health Department Person- 
nel; from 1947 to 1951. Public Health Reports 67: 26-30, 
January 1952. 

Maisel, Albert Q. Your Neighbor’s Health Is Your Business. 
Public Affairs Pamphlet 180. New York, Public Affairs 
Committee, 1952. 31 pp. 

Mountin, Joseph W.; Flook, Evelyn; Minty, Edward E.; and 
Mullins, Rubye F. Distribution of Health Services in the 
Structure of State Government, 1950. Part 1. Administra- 
tive Provisions for State Health Services. Part 2. General 
Services and Construction of Facilities for State Health 
Programs. Public Health Service Publication 184, Wash- 
ington, D. C., Government Printing Office, 1952. Part 1, 
64 pp.; part 2, 117 pp. * 

Mountin, Joseph W.; Hankla, Emily K.; and Druzina, Georgie 
B. Ten Years of Federal Grants-in-Aid for Public Health, 
1936-1946. Public Health Bulletin 300. Washington, 
D. C., Government Printing Office, 1951. 84 pp. 

Mustard, Harry S. Government in Public Health. New York, 
Commonwealth Fund, 1945, 219 pp. 

Public Health Service. Directory of State and Territorial 
Health Authorities, 1952. Publication 75 (1952 revision). 
Washington, D. C., Government Printing Office, 1952. 
61 pp. Processed. 

Public Health Service, in cooperation with Association of 
State and Territorial Health Officers, and American Pub- 


lic Health Association. Salaries of State Public Health 
Workers, August 1951. Washington, D. C., Public Health 
Service, October 1951. 45 pp. Processed. 

Riley, Philip L. The Health Officer and Health Education; 
Functions of Health Educators. American Journal of 
Public Health 42: 679-686, June 1952. 


Shepard, William P. Staffing in State and Local Public 


Health Departments. Washington, D. C., Office of Defense 
Mobilization Health Resources Advisory Committee, 1951. 
7 pp. Processed. 


State and Territorial Health Officers, State Mental Health 
Authorities, State Hospital Survey and Construction Au- 
thorities Annual Conference, 1951. Proceedings, Fif- 
tieth Annual Conference of the Surgeon General, Public 
Health Service, and Chief, Children’s Bureau of the Fed- 
eral Security Agency, With State and Territorial Health 
Officers, State Mental Health Authorities, State Hospital 
Survey and Construction Authorities, November 26-29, 1951. 
Washington, D. C., Public Health Service, 102 pp. 
Processed. 


Local Health Units 


American Dental Association; American Hospital Association; 
American Medical Association; et al. Inter-Association 
Committee on Health. Statement on Local Health Units 
for the Nation. Jn Proceedings of the Atlantic City Ses- 
sion, June 11-15, 1951. Journal of American Medical 
Association 146: 836, June 30, 1951. 


American Public Health Association Committee on Adminis- 
trative Practice. Units of Local Health Service for All 
the States; Progress Report. American Journal of Public 
Health 33: 404409, April 1943. 


American Public Health Association. The Local Health De- 
partment—Services and Responsibilities; an Official State- 
ment of the American Public Health Association Adopted 
November 1, 1950. American Journal of Public Health 41: 
302-307, March 1951. 

Boyd, Richard F. Public Support for Multiple County Health 
Departments. American Journal of Public Health 36: 
489-493, May 1946. 

Emerson, Haven, and Luginbuhl, Martha. Local Health Units 
for the Nation. New York, Commonwealth Fund, 1945. 
333 pp. 

Flook, Evelyn; Gill, Arthur P.; and Dubber, Bessie Patrick. 
Public Health Personnel, Facilities, and Services in Local 
Areas Having a Full-Time Health Officer, as Reported for 
the Year 1947. Washington, D. C., Public Health Service, 
June 1949. 40 pp. Processed. 


Greve, Clifford H., and Campbell, Josephine. Public Health 
Personnel, Facilities, and Services in Local Areas; Analy- 
sis of Information Submitted to the Public Health Service 
in Report of Public Health Personnel, Facilities, and Serv- 
ices as of December 31, 1950. Public Health Service Pub- 
lication 232. Washington, D. C., Public Health Service, 
May 1952. 75 pp. Processed. 

Luginbuhl, Martha. Health and Welfare’s Common Concern 
With the Multiplicity of Local Government. Public Wel- 
fare 5: 135-138, June 1947. 


Luginbuhl, Martha. Health Security Begins at the Local Level. 
State Government 19: 34-38, February, 1946. 


295 


Luginbuhl, Martha. Local Responsibility for Health Service. 
Public Administration Review 6 (1): 30-41, Winter 1946. 

Mott, Frederick D. A Public Health Program for Rural Areas. 
Public Health Reports 61: 589-598, April 26, 1946. 

Mountin, Joseph W., and Flook, Evelyn. Guide to Health Or- 
ganization in the United States. Public Health Service 
Miscellaneous Publication 35. Washington, D. C., Gov- 
ernment Printing Office, 1946 (reprinted 1948 and 1950). 
74 pp. 

Mountin, Joseph W., and Norman, Nina L. Joint City-County 
Health Units. In Municipal Yearbook, 1945; the Authori- 
tative Résumé of Activities and Statistical Data of Ameri- 
can Cities, Clarence E. Ridley, and Orin F. Nolting, editors. 


Chicago, International City Managers’ Association, 1945. _ 


pp. 308-323. 


Mountin, Joseph W. Changing Concepts of Basic Local Public 
Health Services. American Journal of Public Health 39: 
1417-1428, November 1949. 


Mountin, Joseph W. The Health Department’s Dilemma; Defi- 
nitions and Functions. Public Health Reports 67: 223- 
229, March 1952. 


Public Health Service. Directory of Full-Time Local Health 
Units, 1951. Publication 118. Washington, D. C., Gov- 
ernment Printing Office, 1951. 55 pp. Processed. 


Public Health Service in cooperation with American Public 
Health Association; Association of State and Territorial 
Health Officers; and National Organization for Public 
Health Nursing. Salaries of Local Public Health Work- 
ers; a Report. Public Health Service Publication 237. 
Washington, D, C., Government Printing Office, 1952. 83 
pp. Processed. 


Smillie, Wilson G. Preventive Medicine and Public Health. 
Chapter 41. Administration of Local Health Services. 
Chapter 42. Rural Health Administration. Chapter 43. 
Municipal Health Administration. Second edition. New 
York, Macmillan Company, 1952. Ch. 41, pp. 509-513; 
ch. 42, pp. 514-520; ch. 43, pp. 521-525. 


United States House of Representatives Committee on Inter- 
state and Foreign Commerce. Local Public Health Units; 
Hearings Before the Committee on Interstate and Foreign 
Commerce, House of Representatives, 82d Congress, Ist 
Session, on H. R. 274 and H. R. 9138 * * * April 
10-13, May 8-10, 1951. Washington, D. C., Government 
Printing Office, 1951. 224 pp. 


PRIVATE HEALTH AGENCIES 


Private Foundations and Their Health 
Expenditures 


Andrews, F. Emerson. Corporation Giving. New York, Rus- 
sell Sage Foundation, 1952. 361 pp. 

Commonwealth Fund. Thirty-Third Annual Report for the 
Year Ending June 30, 1951. New York, The Fund, No- 
vember 195]. 46 pp. 


Community Chests and Councils of America. Expenditures 
for Community Health and Welfare; 31 Urban Areas 1948. 


New York, Community Chest and Councils of America. 
70 pp. Processed. 


296 


Community Chests and Councils of America. Fees for Health 
and Welfare Services. New York, Community Chests and 
Councils of America, September 1949. 30 pp. 

Flexner, Abraham. Funds and Foundations; Their Policies 
Past and Present. New York, Harper & Brothers, 1952. 
146 pp. 

Harrison, Shelby M., and Andrews, F. Emerson. American 
Foundations for Social Welfare. New York, Russell Sage 
Foundation, 1946. 249 pp. 

Rich, Wilmer Shields, and Deardorff, Neva R., editors. Ameri- 
can Foundations and Their Fields, VI. New York, Ray- 
mond Rich Associates, 1948. 284 pp. 

Rockefeller Foundation. Annual Report, 1950. New York, 
The Foundation. 415 pp. 


Ruml, Beardsley. The Manual of Corporate Giving. Wash- 
ington, D. C., National Planning Association, 1952. 415 
pp. 

Schwartz, Edward E., and Sherman, Eloise R. Community 
Health and Welfare Expenditures in Wartime, 1942 and 
1940; 30 Urban Areas. Children’s Bureau Publication 
302. Washington, D. C., Children’s Bureau, 1944. 70 pp. 


Industry and Its Outlays for Health 


Chamber of Commerce of the United States Economic Research 
Department. Fringe Benefits, 1951; the Nonwage Labor 
Costs of Doing Business. Washington, D. C., Chamber of 
Commerce, 1952. 32 pp. 


Heiser, V. G. Industrial Health Practices; a Report of a 
Survey of 2,064 Industrial Establishments. New York, 
National Association of Manufacturers, October 1941. 76 
pp. 

National Planning Association Joint Subcommittee on Health. 
Good Health Is Good Business. Planning Pamphlet 62. 
Washington, D. C., The Association, February 1948. 44 pp. 


Voluntary Agencies 


Cavins, Harold M. National Health Agencies; a Survey With 
Special Reference to Voluntary Associations, Including a 
Detailed Directory of Major Health Organizations. Wash- 
ington, D. C., Public Affairs Press, 1945, 251 pp. 

Colcord, Joanna C. Your Community; Its Provision for Health, 
Education, Safety and Welfare. Revised by Donald S. 
Howard. Third edition. New York, Russell Sage Foun- 
dation, 1947, 263 pp. 

Dublin, Thomas D. The Function of the Health Council at 
State and Local Levels. New York State Journal of Medi- 
cine 51: 1622-24, July 1, 1951. 

Ferree, John W., and Lifson, S. S. Some Effects of Health 
Council Programs on Basic Health Education. American 
Journal of Public Health 39: 1167-71, September 1949. 


Marquette, Bleecker. Health Councils in Local Communities. 
American Journal of Public Health. 37: 959-966, August 
1947, 

National Health Assembly. State and Community Planning for 
Health. Chapter 9 in America’s Health; a Report to the 
Nation. New York, Harper, 1949. Ch. 9, pp. 235-260. 

National Health Council. 1952 Directory of Member Organ- 
izations. New York, The Council, 1952. 84 pp. 


Public Health Service. Planning for Health Services; a Guide 
for States and Communities. Public Health Bulletin 304. 
Washington, D. C., Government Printing Office, 1950. 69 
pp. 

Bibliography 


Otto, Margaret M. Community Organization for Health and 
Welfare Services; a Selectec\ Bibliography of Publications 
in 1947. Russell Sage Foundation Library Bibliography 5. 
New York, The Foundation, 1948. 16 pp. 


RESEARCH 
The Scope of the Problem 


Baxter, James Phinney, 3d, Scientists Against Time. Boston, 
Little, Brown, 1950. 473 pp. 

Bush, Vannevar. Science, the Endless Frontier; Report to the 
President on a Program for Postwar Scientific Research. 
Washington, D. C., Government Printing Office, 1945. 
184 pp. 

Conant, James B. Science and Common Sense. New Haven, 
Yale University Press, 1951. 371 pp. 

Green, David E., and Knox, W. Eugene, editors. Research in 
Medical Science. New York, Macmillan, 1950. 492 pp. 

Gregg, Alan. The Furtherance of Medical Research. New 
Haven, Yale University Press, 1941. 129 pp. 

President’s Scientific Research Board. The Nation’s Medical 
Research, a Report to the President, October 18, 1947. 
Volume 5. Science and Public Policy. Washington, D, C., 
Government Printing Office, 1947. 118 pp. 

Royal Society Empire Scientific Conference, June-July 1946. 
Report. 2 volumes. London, Morrison and Gibb, 1948. 
Vol. 1, 828 pp.; vol. 2. 707 pp. 

Scheele, Leonard A., and Sebrell, W. H. Medical Research 
and Medical Education. Science 114: 517-521, November 
16, 1951. 

Science Committee. Research, a National Resource; Relation 
of the Federal Government to Research. Report of the 
Science Committee to the National Resources Committee. 
Washington, D. C., Government Printing Office, 1938. 
255 pp. 

Van Slyke, C. J. New Horizons in Medical Research. Science 
104: 559-567, December 13, 1946. 


Research and Its Impact on Medical Needs 


Cohn, Alfred E, The Meaning of Medical Research. Scien- 
tific Monthly 46: 508-525, June 1938. 

Goodpasture, Ernest W. Research and Medical Practice. 
Science 104: 473-476, November 22, 1946. 

Parran, Thomas. Research and Total Health. Medical An- 
nals of District of Columbia 16: 287-294, ff., June 1947. 

Shryock, Richard H. American Medical Research, Past and 
Present. New York, Commonwealth Fund, 1947. 350 pp. 

Smith, Austin, editor. Medical Research; a Symposium. 
Philadelphia, J. B. Lippincott, 1946. 169 pp. 

Winslow, C.-E. A.; Smillie, Wilson G.; Doull, James A.; and 
Gordon, John E. The History of American Epidemiology, 
Franklin H. Top, editor. St. Louis, C. V. Mosby, 1952. 
190 pp. 


Organizational and Administrative Problems 


Beveridge, W. I. B. The Art of Scientific Investigation. New 
York, W. W. Norton, 1950, 171 pp. 

Freedman, Paul. The Principles of Scientific Research. Wash- 
ington, D. C., Public Affairs Press, 1950. 222 pp. 

National Science Foundation. First Annual Report, 1950-51. 
Washington, D. C., Government Printing Office, 1952. 
31 pp. 

Sebrell, W. H., and Kidd, C. V. Administration of Research 
in the National Institutes of Health. Scientific Monthly 
74: 153-161, March 1952. 

Stewart, Irvin. Organizing Scientific Research for War; the 
Administrative History of the Office of Scientific Research 
and Development. Boston, Little, Brown, 1948. 358 pp. 


Financing Research 


American Medical Association Council on Pharmacy and 
Chemistry. The Cost of Clinical Research. Journal of 
American Medical Association 133: 30-31, January 4, 
1947, 


Cohn, Alfred E. Federal Legislation in Support of Science. 
Political Science Quarterly 62: 228-240, June 1947. 


Deignan, Stella Leche, and Miller, Esther. The Support of 
Research in Medical and Allied Fields for the Period 
1946 Through 1951. Science 115: 321-343, March 28, 1952. 


Waterman, Alan T. Government Support of Research. 


Science 110: 701-707, December 30, 1949. 


Weaver, Harry M. A Formula To Determine the Cost of 
Research. Journal of Medical Education 25: 248-254, 
July 1950. 


Weaver, Harry M. The Costs of Conducting Programs of 
Research. Journal of Medical Education 27: 316-325, 
September 1952, part 1. 


Bibliography 


Library of Congress General Reference and Bibliography Di- 
vision. The Social Impact of Science: a Select Bibliogra- 
phy With a Section on Atomic Power. Printed for use of 
Subcommittee on War Mobilization of the Committee on 
Military Affairs, United States Senate, 79th Congress, Ist 
Session, Pursuant to S. Res. 107 (78th Congress) and S. 
Res. 146 (79th Congress) Authorizing a Study of War 
Mobilization Problems, August 1945. Subcommittee Mon- 
ograph 3. Washington, D. C., Government Printing Office, 
1945. 51 pp. 


BETTER ORGANIZATION TO MEET 
HEALTH NEEDS 


GROUP PRACTICE 


Extent of Group Practice 


American Association of Medical Clinics. Directory 1952. 
Charlottesville, Va., The Association, 1952. 31 pp. 


Hunt, G. Halsey, and Goldstein, Marcus S. Medical Group 
Practice in the United States; a Summary of Recent Pub- 


297 


lished Material and Supplementary Unpublished Data on 
Fees and Volume of Work. Public Health Service Publi- 
cation 77. Washington, D. C., Government Printing Office, 
1951. 70 pp. 


Hunt, G. Halsey. Medical Groups in the United States, 1946. 
Washington, D. C., Public Health Service, February 1947. 
61 pp. Processed. 


Weinerman, E. Richard, and Goldstein, George S. Medical 
Group Practice in California. Berkeley, University of 
California School of Public Health, June 1952. 28 pp. 
Processed. 

Weinerman, E. Richard. Medical Group Practice in California. 
California Medicine 76: 383-388, June 1952. 


Defining the Role of Group Practice 


Association of American Medical Colleges Sixty-Second An- 
nual Meeting, 1951. Summary of Round-Table Discus- 
sions, Wednesday, October 31, 1951; Round Table 4, 
Group Practice in Support of Medical Education. In 
Minutes of Proceedings of Sixty-Second Annual Meeting, 
October 29-31, 1951. Journal of Medical Education 27: 
88-89, May 1952, part 2. 


Clark, Dean A., and Hapney, Cozette. Group Practice. In 
Medical Care for Americans, Franz Goldmann, and Hugh 
R. Leavell, editors. Annals of American Academy of 
Political and Social Science 273: 43-52, January 1951. 


Committee for the Study of Group Medical Practice. Group 
Medical Practice; Tentative Statement of Principles and 
Procedures. New York, Committee on Research in Medi- 
cal Economics, 1940. 14 pp. 


Davison, Wilburt C. Rural General Practice in Groups. Jour- 
nal of Association of American Medical Colleges 23: 
180-189, May 1948. 


Foster, E. C., and Hatch, John A. Group Practice. New York 
State Journal of Medicine 46: 306-310, February 1, 1946. 


Gregg, Alan; Baehr, George; and Rorem, C. Rufus. Benefits 
of Group Practice; the Kingsley Roberts Memorial Lec- 
tures, 1948. 1. Group Practice and Medical Education. 
2. The Role of Medical Group Practice in the Changing 
Order. 3. Economic Aspects of Medical Group Practice. 
New York, Medical Administration Service, May 1949, 
40 pp. 

Makover, Henry B. The Quality of Medical Care; Methodology 
of Survey of the Medical Groups Associated With the 


Health Insurance Plan of New York. American Journal of 
Public Health 41: 824-832, July 1951. 


McCombs, Robert P. Diagnostic Clinics for Private Ambula- 
tory Patients. Journal of American Medical Association 
148: 113-115, January 12, 1952. : 


Organizational Problems 


Clark, Dean A., and Clark, Katharine G. Organization and 
Administration of Group Medical Practice. Joint Com- 
mittee of Twentieth Century Fund and Good Will Fund; 
and Medical Admiinstration Service, October 1941. 109 pp. 

Dickinson, Frank G., and Bradley, Charles E. Discontinuance 
of Medical Groups, 1940-1949; Dissolutions, Changes to 


298 


Non-Group Partnerships, Reorganizations. American Med- 
ical Association Bureau of Medical Economics Research 
Bulletin 90. Chicago, The Association, 1952. 11 pp. 


Hansen, Horace R. Laws Affecting Group Health Plans. In A 
Symposium on Laws Relating to Health Insurance Plans 
and Public Health. Iowa Law Review 35 (2): 209-326, 
Winter 1950. 


Hansen, Horace R. Legal Problems in the Organization and 
Operation of Group Health Plans. Vanderbilt Law Re- 
view 5 (1): 14-36, December 1951. 


Mackenzie, G. M.; Angrist, Alfred; Stasel, A. G.; et al. Group 
Medicine; a Discussion of the Economics of Medical Care. 
A series of seven articles. Modern Hospital 65 (5): 44 
61, November 1945. 


Rorem, C. Rufus. Pattern and Problems of Group Medical 
Practice. American Journal of Public Health 40: 1521- 
1528, December 1950. 

Turner, James H.; Stasel, Alfred G.; Condit, George W.; Rich- 
ardson, William Alan; et al. A Portfolio of Articles on 
Medical Groups and Partnerships. A collection of 13 


articles reprinted from Medical Economics. Rutherford, 
N. J., Medical Economics, 1947-1952. 


Selected Groups in Action 


Baehr, George. Health Insurance Plan of Greater New York; 
the First Three Years. Journal of American Medical Asso- 
ciation 143: 637-640, June 17, 1950. 


Bowler, John P., and Sycamore, Leslie K. Group Practice Is 
One Answer to the Problem of Distribution. Modern 
Hospital 62 (5): 46-49, May 1944. 

Clapesattle, Helen. The Doctors Mayo. Minneapolis, Uni- 
versity of Minnesota Press, 1941. 822 pp. 


Garfield, Sidney R. Health Plan Principles in the Kaiser In- 
dustries. Journal of American Medical Association 126: 
337-339, October 7, 1944, 

Garfield S. R. A Report on Permanente’s First Ten Years. 
Permanente Foundation Medical Bulletin 10:1-11, August 
1952. 

Health Insurance Plan of Greater New York. Minimum Pro- 
fessional Standards for Medical Groups. New York, The 
Plan, 1951. 16 pp. 

Master, A. M. Impact of Medical Care Plans on the Medical 
Profession, Journal of American Medical Association 150: 
766-770, October 25, 1952. 


Nyberg, Charles E. Their Own Clinic Solves the Doctors’ 
Housing Problem. Modern Hospital 72 (2): 51-54, Feb- 
ruary 1949, 

Rothenberg, Robert E.; Pickard, Karl; and Rothenberg, Joel E. 
Group Medicine and Health Insurance in Action. New 
York, Crown Publishers, 1949, 278 pp. 


Bibliography 


American Medical Association Bureau of Medical Economic 
Research. An Annotated Bibliography of Group Practice 
1927-50. Bulletin 85. Chicago, The Association, 1951. 
Ca. 72 pp. 


REGIONAL COOPERATION 


The Concept of Regionalization 


American Hospital Association, and American Public Health 
Association. Coordination of Hospitals and Health De- 
partments; Joint Statement of Recommendations by the 
American Hospital Association and the American Public 
Health Association. American Journal of Public Health 
38: 700-708, May 1948. 


Ginzberg, Eli. Economics of the Hospital System. In Coun- 
cil on Medical Education and Hospitals, Annual Congress 
on Medical Education and Licensure; Forty-Fifth Annual 
Meeting, Held in Chicago February 6-8, 1949. Journal of 
American Medical Association 140: 345-347, May 21, 1949. 


Great Britain, Ministry of Health Consultative Council on Medi- 
cal and Allied Services. Interim Report on the Future 
Provision of Medical and Allied Services, Presented to 
Parliament by Command of His Majesty. London, His 
Majesty’s Stationery Office, 1920. 38 pp. 


Groulx, A. Responsibility of the Hospital in Realizing a 
Community Health Program. Canadian Hospital 27 (8): 
30 ff., August 1950. 


Lembcke, Paul A. Regionalization of Hospitals. In Medical 
Care for Americans, Franz Goldmann, and Hugh B. 
Leavell, editors. Annals of American Academy of 
Political and Social Science 273: 53-61, January 1951. 


McCombs, Robert P. Newer Concepts of Medical Care. An- 
nals of Internal Medicine 31: 125-138, July 1949. 


McGibony, J. R., and Block, Louis. Better Patient Care 
Through Coordination. Public Health Reports 64: 1499- 
1527, November 25, 1949. 


Petry, Lucile. Regional Planning for Nursing Services. 
American Journal of Nursing 51: 83-84, February 1951. 


Proger, Samuel. Some Comments on the Regionalization of 
Hospitals. North Carolina Medical Journal 12: 85-89, 
March 1951. 


Rosenfeld, Leonard S.; Kramer, Nathan; and Wadman, Ruth. 
Survey of Regional Organization of Health Services; Pre- 
liminary Report. Presented at the Eightieth Annual Meet- 
ing of American Public Health Association, Cleveland, Ohio, 
October 20-24, 1952. Washington, D. C., Public Health 
Service, 1952. 10 pp. Processed. 

Sister Lydia. The Responsibility of the Hospital for the Edu- 
cational Stimulation of the General Practitioner. Journal 
of Indiana State Medical Association 43: 1108-11, Novem- 
ber, 1950. 

Wilkinson, Charles F. Utilization of Regional Hospitals for 
Medical Education. Journal of Association of American 
Medical Colleges 25: 26-32, January 1950. 


Toward Defining A Region 


Dickinson, Frank G. A Medical Service Area Map of the 
United States; a Progress Report. Journal of American 
Medical Association 139: 1021-28, April 9, 1949. 


Dickinson, Frank G., and Bradley, Charles E. Medical Service 
Areas; Population, Square Miles, and Primary Centers. 
American Medical Association Bureau of Medical Eco- 


nomic Research Bulletin 80, including a Medical Service 
Area Map Supplement. Chicago, The Association, 1951. 
48 pp. 

Dickinson, Frank G. Medical Service Areas in the United 
States. Journal of American Medical Association 133: 
1014-15, April 5, 1947. 


Hamilton, C. Horace. Medical Care Services in North Caro- 
lina; a Statistical and Graphic Summary Prepared for the 
Governor's Commission on Hospital and Medical Care. 
Progress Report RS-4. Raleigh, North Carolina Agricul- 
tural Experiment Station, 1944. 82 pp. 

Hamilton, C. Horace. Procedures Used in the Preparation of 
a Medical Service Area for North Carolina. In prepara- 
tion. 


Mountin, Joseph W., and Greve, Clifford H. Public Health 
Areas and Hospital Facilities; a Plan for Coordination. 
Public Health Service Publication 42. Washington, D. C., 
Government Printing Office, 1950. 119 pp. 

Mountin, Joseph W.; Pennell, Elliott, H.; and Hoge, Vane M. 
Health Service Areas; Requirements for General Hospitals 
and Health Centers. Public Health Bulletin 292. Wash- 
ington, D. C., Government Printing Office, 1945. 68 pp. 


Regional Plans in Operation 


Council of Rochester Regional Hospitals. The Regional Hos- 
pital Plan; the First Year’s Experience, 1946. Rochester, 
N. Y., The Council. 79 pp. Processed. 


Cousin, Jacques. What Is the Good of a Regional Hospital 
Plan? Modern Hospital 78 (4): 63-65, April 1952. 


Lembcke, Paul A. Measuring the Quality of Medical Care 
Through Vital Statistics Based on Hospital Service Areas. 
1. Comparative Study of Appendectomy Rates. American 
Journal of Public Health 42: 276-286, March 1952. 


Oppenheimer, R. H. Internships and Residencies. Southern 
Hospitals 20 (6) ; 32-38, June 1952. 


Proger, Samuel. Distribution of Medical Care; a Postgrad- 
uate Program to Fit a Pattern of Medical Practice. 
Journal of American Medical Association 124: 823-826, 
March 25, 1944. 

Proger, Samuel. Regional Organization in Maine; an Over-All 
View. Modern Hospital 63 (4) : 46-48, October 1944, 
Pullen, Roscoe L. Evaluation of the Extension of Medical 
School Services to Rural Areas. American Journal of 

Public Health 41: 26-30, August 1951, part 2. 

Ryder, Brooks. Regionalization of Medical Services in New 
England. American Journal of Public Health 40: 602-604, 
May 1950. 


UTILIZATION AND FINANCING OF 
PERSONAL HEALTH SERVICES 


American Dental Association Bureau of Economic Research 
and Statistics. Personal Expenditures for Dental Services 
and Other Health Care. Journal of American Dental Asso- 
ciation 44: 76-79, January 1952. 

Axelrod, S. J., and Patton, Robert E. The Use and Abuse of 
Prepaid Comprehensive Physicians’ Services. American 


Journal of Public Health, 42: 570-571, May 1952. 


299 


Britten, Rollo H. A Study of Dental Care in Detroit, Michigan. 
Public Health Reports 53: 450-456, March 25, 1938. 


Britten, Rollo H. The National Health Survey; Receipt of 
Medical Services in Different Urban Population Groups. 
Public Health Reports 55: 2199-2224, November 24, 1940. 


Bureau of Labor Statistics. Consumer Spending; Denver, De- 
troit, and Houston, 1948. Monthly Labor Review 69: 629- 
639, December 1949. 


Bureau of Labor Statistics. Survey of Consumer Expenditures 
in 1950; Interpretation and Use of the Results. Monthly 
Labor Review 75: 425-428, October 1952. 


Bureau of Labor Statistics. Workers’ Budgets in the United 
States; City Families and Single Persons, 1946 and 1947. 
Washington, D. C., Government Printing Office, 1948. 
5) pp. 


Canada, Province of Saskatchewan Department of Public 
Health. Annual Report of the Saskatchewan Hospital 
Services Plan, 1950. Regina, Thomas H. McConica, King’s 
Printer, 1951. 84 pp. 


Collins, Selwyn D. Frequency of Dental Services Among 9,000 
Families, Based on Nation-wide Periodic Canvasses, 1928- 
31. Public Health Reports, 54: 643, April 21, 1939. 


Collins, Selwyn D. Frequency and Volume of Hospital Care for 
Specific Diseases in Relation to All IlInesses Among 9,000 
Families; Based on Nation-wide Periodic Canvasses, 1928— 
31. Public Health Reports 57: 1399-1428, September 18, 
1942; 1439-60, September 25, 1942. 


Deardorff, Neva R., and Clark, Dean A. Medical Care and the 
Family Budget. Social Service Review 23: 1-14, March 
1949. 


Deardorff, Neva R. The 1948 Experience of the Health Insur- 
ance Plan of Greater New York, With the Utilization of 
Physician Services by the Enrollees in Each Age—Sex 
Group. American Journal of Public Health 40: 1536-45, 
December 1950. 


Department of Commerce. National Income and Product of 
the United States, 1929-50; a Supplement to the Survey 
of Current Business. Washington, D. C., Government 
Printing Office, 1951. 216 pp. 


Dickinson, Frank G. Medical Care Expenditures, Prices and 
Quantity, 1930-1950. American Medical Association Bu- 
reau of Medical Economic Research Bulletin 87. Chicago, 
The Association, 1951. 15 pp. The Cost of Living and 
Medical Care Prices. Bureau of Medical Economic Re- 
search Miscellaneous Publication M-66. Chicago, The 
Association, 1952. 1 p. 1951 Expenditures for Medical 
Care. Bureau of Medical Economic Research Miscel- 
laneous Publication M-69. Chicago, The Association, 
August 1952. 4 pp. 


Downes, Jean, and Jackson, Elizabeth H. Medical Care Among 
Males and Females at Specific Ages; Eastern Health Dis- 
trict of Baltimore, 1938-43. Milbank Memorial Fund 
Quarterly 29: 5-30, January 1951. 


Downes, Jean, and Tucher, Doris. The Need for Convalescent 
Care for Hospitalized Acute and Chronic Illness. Public 
Health Nursing 43: 483-489, September 1951. 


Falk, I. S., and Brewster, Agnes W. Hospitalization Insurance 
and Hospital Utilization Among Aged Persons: March 1952 
Survey. Social Security Bulletin 15: 3-13, November 1952. 


300 


Falk, I. S.; Klem, Margaret C.; and Sinai, Nathan. The Inci- 
dence of Illness and the Receipt and Costs of Medical Care 
Among Representative Families; Experiences in Twelve 
Consecutive Months During 1928-1931. Committee on 
the Costs of Medical Care Publication 26. Chicago, Uni- 
versity of Chicago Press, 1933. 327 pp. 


Federal Reserve System. 1952 Survey of Consumer Finances. 
Part 3. Income, Selected Investments, and Short-Term 
Debt of Consumers. Federal Reserve Bulletin 38: 974— 
1001, September 1952. 

Hoffer, Charles R.; Gibson, Duane L.; Loomis, Charles P.; 
Miller, Paul A.; Schuler, Edgar A., and Thaden, John F. 
Health Needs and Health Care in Michigan. Agricultural 
Experiment Station Bulletin 365: 25, Michigan State Col- 
lege, June 1950. 

Hollingsworth, Helen; Klem, Margaret C.; and Baney, Anna 
Mae; compilers. Medical Care and Costs in Relation to 
Family Income; a Statistical Source Book. Social Secur- 
ity Administration Bureau of Research and Statistics Mem- 
orandum 51. Second edition. Washington, D. C., Gov- 
ernment Printing Office, May 1947. 349 pp. Processed. 


Humes, Helen M. Family Income and Expenditures in 1947; 
Analysis of Spending Patterns by Income Group for Fami- 
lies of Two or More Persons and Single Consumers in 
Washington, D. C., Richmond, Va., and Manchester, N. H. 
Monthly Labor Review 68: 389-397, April 1949. 

Huntington, Emily H. Cost of Medical Care; the Expendi- 
tures for Medical Care of 455 Families in the San Francisco 
Bay Area, 1947-1948. Berkeley and Los Angeles, Uni- 
versity of California Press, 1951. 146 pp. 

Klem, Margaret C.; Hollingsworth, Helen; and Miser, Zelma A. 
Medical and Hospital Services Provided Under Prepay- 
ment Arrangements. ‘Trinity Hospital, Little Rock, Ar- 
kansas, 1941-42. Social Security Administration, Bureau 
of Research and Statistics Memorandum 69: Washington, 
D. C., Government Printing Office, June 1948. 276 pp. 
Processed. 


Pennock, Jean L., and Angle, Grace M. What Farm Families 
Spend for Medical Care. Department of Agriculture Mis- 
cellaneous Publication 561. Washington, D. C., Govern- 
ment Printing Office, April 1945. 


Perrott, G. St. J.; Ciocco, Antonio; Baehr, George; Rosenfeld, 
Leonard S. et al. Illness and Health Services in an Aging 
Population; Four Papers Presented in Section 4 of the 
Second International Gerontological Congress, St. Louis, 
Missouri, September 9-14, 1951. Public Health Service 
Publication 170. Washington, D. C., Government Printing 
Office, 1952. 68 pp. 


Ruark, Mary C., and Hurwitz, Abner. Survey of Consumer 
Expenditures in 1950; Spending Patterns of All Urban 
Families and of Wage-Earner and Clerical-Worker Fami- 
lies in 91 Cities; and the Relation of Expenditures to 
Disposable Income. Monthly Labor Review 75: 125-133, 
August 1952. 


Serbein, O. N., Jr., et al. Payment for Medical Care in the 
United States; Progress Report, February 1952. New 
York, Columbia University Graduate School of Business, 
1952. 28 pp. 


Taylor, Malcolm G. Hospital Utilization and Costs Under 
Compulsory Prepaid Coverage. Canadian Hospital 27 (1): 
3-33,January 1950; (2): 38-39, February 1950. 


Weissman, Arthur. Morbidity of the Permanente Health Plan 
Population; Il: Comparison of Utilization and Morbidity 
Data with Experience of Other Population Groups. Per- 
manente Foundation Medical Bulletin 10: 12-26, August 
1952. 


PREPAID MEDICAL CARE 


General Discussion 


Committee on Research in Medical Economics, et al. Prin- 
ciples of a Nation-Wide Health Program; Report of the 
Health Program Conference. New York, The Committee, 
November 1944. 34 pp. 

Goldmann, Franz. Voluntary Medical Care Insurance in the 
United States. New York, Columbia University Press, 
1948. 228 pp. 


Hawley, Paul R. New Discoveries in Medicine; Their Effect 


on the Public Health. New York, Columbia University 
Press, 1950. 134 pp. 


Hohaus, Reinhard A. Catastrophic Illness; Existing Insurance 
Plans and Programs. American Economic Security 8 (5) : 
13-20, September—October 1951. 

Klem, Margaret C. Voluntary Medical Care Insurance. In 
Medical Care For Americans, Franz Goldmann and Hugh 
R. Leavell, editors. Annals of American Academy of 
Political and Social Science 273: 99-105, January 1951. 


Plumley, H. Ladd. Budgeting the Costs of Illness. Studies in 
Individual and Collective Security, 1. New York, Na- 
tional Industrial Conference Board, 1947. 66 pp. 

Simpson, Herbert D. Health Protection; a Study of Pre-Pay- 
ment Medical Service Plans. Chicago, National Physi- 


cians Committee for the Extension of Medical Service, 
1946. 78 pp. 


Sinai, Nathan; Anderson, Odin W.; and Dollar, Melvin L. 
Health Insurance in the United States. New York, Com- 
monwealth Fund, 1946. 115 pp. 

United States Senate Committee on Labor and Public Welfare. 
Health Insurance Plans in the United States; Report of 
the Committee on Labor and Public Welfare, United States 
Senate, Pursuant to S. Res. 273 (81st Cong., 2d Sess.) 
and S. Res. 39 (82d Cong., Ist Sess.), a Resolution Direct- 
ing Further Study of Health Problems. 82d Congress, 
Ist Session, Senate Report 359, Part 2. Washington, 
D. C., Government Printing Office, 1951. 197 pp. 

van Steenwyk, E. A. Recent Developments in the Use of 
Blue Cross and Blue Shield Plans. American Journal of 
Public Health 41: 147-151, February 1951. 

van Steenwyk, E. A. Voluntary Plans Can Do the Job. Mod- 
ern Hospital. 72 (3): 85-86, March 1949. 

Williams, Pierce, assisted by Chamberlain, Isabel C. The 
Purchase of Medical Care Through Fixed Periodic Pay- 
ment. New York, National Bureau of Economic Research, 
1932. 308 pp. 


Extent of Coverage 


American Hospital Association. Blue Cross Commission. Blue 
Cross Guide; a Summary of Group Enrollment Benefits, 
Rates and Regulations of Non-Profit Blue Cross Hospital 
Service Plans. Chicago, The Association, January 1952. 
141 pp. 


American Hospital Association. Hospital Service Plan Com- 
mission. Non-Profit Medical Service Plans; Voluntary 
Prepayment Plans for Medical and Surgical Services Oper- 
ated in Coordination With Approved Blue Cross Hospital 
Service Plans. Chicago, The Association, September 15, 
1944, 34 pp. 

American Medical Association. Council on Medical Service. 
Voluntary Prepayment Medical Care Plans. Chicago, The 
Association, 1952. 150 pp. 

Blue Shield. Blue Shield Enrollment, December 31, 1951. 
Chicago, Blue Shield, 1952. 11 pp. Processed. 

Brewster, Agnes W. Independent Plans Providing Medical 
Care and Hospitalization Insurance in 1949 in the United 
States; 1950 Survey. Social Security Administration Re- 
search and Statistics Memorandum 72. Washington, D. C., 
Government Printing Office, 1952. 122 pp. 

Clark, Katharine G. Are Blue Shield Plans Satisfactory? An 
Analysis of the California Physicians Services As a Favor- 
able Example of a Blue Shield Plan. New York, Committee 
on Research in Medical Economics, June 1949. 23 pp. 

Dickinson, Frank G. How Much Do Blue Cross and Blue 
Shield Health Insurance Plans Pay? American Medical 
Association Bureau of Medical Economic Research Bulle- 
tin 71. Chicago, The Association, 1949. 8 pp. 

Dickinson, Frank G., and Welker, Everett L. Second Survey 
of University and College Health Services, 1949-50. Amer- 
ican Medical Association Bureau of Medical Economic Re- 
search Bulletin 88. Chicago, The Association, 1952. 28 pp. 

Health Insurance Council. Annual Survey, Accident and 
Health Coverage in the United States, as of December 31, 
1951. New York, The Council, June 1952. 31 pp. 


Klem, Margaret C. Prepayment Medical Care Organizations. 
Social Security Board Bureau of Research and Statistics 
Memorandum 55. Third edition. Washington, D. C., Gov- 
ernment Printing Office, 1945. 148 pp. 

Reed, Louis S. Blue Cross and Medical Service Plans. Wash- 
ington, D. C., Public Health Service, October 1947. 
323 pp. Processed. 

Social Security Administration. Voluntary Insurance Against 
Sickness, 1948-51. Social Security Bulletin 15 (12) 3—7, 
December 1952. 


Spectator. 1952 Spectator Accident Insurance Register. 
Sixty-Second Annual Issue. Philadelphia, The Spectator, 
1952. 76 pp. 

Whittaker, Edmund B.; Willis, E. S.; Drake, Peter; et al. 
Medical Catastrophe Coverage and Their Special Types of 
Insurance. A series of five articles. Insurance Series, 93. 
New York, American Management Association, 1952. 
32 pp. 

Wiprud, Theodore, and Altman, Isidore. Costs of Hospitalized 
Acute Illness. Journal of American Medical Association 
144: 835-839, November 4, 1950. 


301 


Administrative and Organizational Problems 


American Dental Association Council on Dental Health. Rec- 
ommendations for Experimental Prepayment Dental Plan. 
Journal of American Dental Association 32: 194-198, Febru- 
ary 1, 1945. 


Anderson, Odin W. State Enabling Legislation for Non-Profit 
Hospital and Medical Plans, 1944. Public Health Eco- 
nomics Research Series, 1. Ann Arbor, University of Mich- 
igan School of Public Health, 1944. 56 pp. 


Bradbury, Samuel. The Cost of Adequate Medical Care. Chi- 
cago, University of Chicago Press, 1937. 86 pp. 


Colman, J. D. Age and Sex Variations in Hospital Utilization; 
an Example of Morbidity Data Available From Blue Cross 
Records. American Journal of Public Health 37: 1307-10, 
October 1947, 


Dublin, Thomas D.; Clark, Dean A.; Kaiser, Albert D.; and 
Daily, Edwin F. Improving the Quality of Medical Care; 
a Symposium. American Journal of Public Health 39: 
314-339, May 1949, 


Goldmann, Franz. Costs of Group Health Service; a Compara- 
tive Study of Five Plans of Organized Medical Care for 
Self-Supporting People. New York, Twentieth Century 
Fund and Good Will Fund Joint Committee, July 1940. 
Ca. 37 pp. Processed. 


Godmann, Franz. Methods of Payment for Physicians’ Services 
in Medical Care Programs. American Journal of Public 
Health 42: 134-141, February 1952. 


Holman, Edwin J., and Cooley, George W. Voluntary Health 
Insurance in the United States. In A Symposium of Laws 
Relating to Health Insurance Plans and Public Health. 
Towa Law Review 35: 183-208, Winter 1950. 


Kleinschmidt, L. S. Can the Local Health Co-Operative Fit 
Into the Voluntary Prepayment Medical Care Movement? 
Minnesota Medicine 31: 751-755, July 1948. 


Reed, Louis S., and Vaughan, Henry F. The Coordination of 
Medical and Blue Cross Plans. Journal of American Medi- 
cal Association 128: 22-25, May 5, 1945. 


Bibliography 


American Public Health Association Committee on Adminis- 
trative Practice Subcommittee on Medical Care. Voluntary 
Health Insurance. Medical Care Bibliographies, part 3. 
Bethesda, Md., The Association. Processed. 


Committee on Research in Medical Economics. Bibliography 
for Study of Voluntary Health Insurance Plans. New 
York, The Committee, September 1947. 23 pp. Processed. 


Committee on Research in Medical Economics. Bibliography 
of General References in Medical Economics. New York, 
The Committee, September 1947. 8 pp. Processed. 


Hollingsworth, Helen, and Klem, Margaret C. Selected Bibli- 
ography on Medical Economics. Washington, D. C., Gov- 
ernment Printing Office, 1944, 34 pp. 


Hollingsworth, Helen; Johnston, Helen L.; and Baney, Anna 
Mae. Health Programs Digest; an Outline of Selected 
Plans, Programs, and Proposals in the United States, 
Public Health Service Publication 191. Washington, D. C., 
Public Health Service, 1952. 146 pp. Processed. 


302 


THE HEALTH INSURANCE DEBATE 
Presidential Messages 


President of the United States. National Health Program; 
Message From The President of the United States Trans- 
mitting His Request for Legislation for Adoption of a 
National Health Program. 79th Congress, Ist Session, 
House Document 380. Washington, D. C., Government 
Printing Office, November 19, 1945. 11 pp. 


President of the United States. National Health and Disability 
Insurance Program; Message From the President of the 
United States Transmitting His Recommendations for the 
Development and Enactment of National Health and Disa- 
bility Insurance Programs. 80th Congress, 1st Session, 
House Document 261. Washington, D. C., Government 
Printing Office, May 19, 1947. 3 pp. 


President of the United States. National Health Program; 
Message From the President of the United States Recom- 
mending a Comprehensive National Health Program. 81st 
Congress, Ist Session, Senate Document 59. Washington, 
D. C., Government Printing Office, April 22, 1949. 6 pp. 


Various Proposals and Programs 


Davenport, Russell W. Health Insurance Is Next. Fortune 
41 (3): 63-67 ff., March 1950. 


Falk, I. S.; Brown, Martin W.; Laufer, Joseph; et al. Medi- 
cal Care. A series of 14 articles. Law and Contempo- 
rary Problems 6 (4): 495-680, Autumn 1939, 


Gilbert, William H., compiler. Legislation of the Proposed 
National Health Insurance. 79th, 80th, and 81st Con- 
gresses; Selected Information. Washington, D. C., Library 
of Congress, 1949. 18 pp. , 


National Catholic Welfare Conference, et al. A Voluntary Ap- 
proach to a National Health Program. St. Louis, Catholic 
Hospital Association, March 1949. 20 pp. 


New York State Legislative Commission. Medical Care for 
the People of New York State. New York, The Commis- 
sion, February 15,1946. 504pp. Processed. 


Social Security Board, Bureau of Research and Statistics. 
Medical Care Insurance, a Social Insurance Program for 
Personal Health Services. Report from the Bureau of 
Research and Statistics * * * to the Committee on 
Education and Labor, United States Senate. 79th Con- 
gress, 2d Session; Senate Committee Print 5. Washing- 
ton, D. C., Government Printing Office, 1946. 185 pp. 


Stassen, Harold E. A British Prescription for American 
Health. Reader’s Digest 56: 113-118, April 1950. 


Congressional Hearings 


United States Senate. Hearings before a Subcommittee of the 
Senate Committee on Education and Labor on S. 1620, To 
Establish a National Health Program. April, May, June, 
and July 1939. 76th Congress, Ist Session. Washington, 
D. C., Government Printing Office, 1939. 3 parts. 956 pp. 


United States Senate. Hearings before the Committee on 
Education and Labor on S. 1606, a Bill to Provide for a 
National Health Program. April, May, June, and July 


1946. 79th Congress, 2d Session. Washington, D. C., 
Government Printing Office, 1946. 5 parts. 3086 pp. 


United States Senate. Hearings before the Subcommittee of the 
Committee on Labor and Public Welfare on S. 545 and S. 
1320, a National Health Program. May 1947 to June 1948, 
80th Congress, 2d Session. Washington, D. C., Government 
Printing Office, 1948. 5 parts. 2804 pp. 


United States Congress. Senate Hearings before a Subcom- 
mittee of the Committee on Labor and Public Welfare 
on S. 1106, S. 1456, S. 1581, and S. 1679, Bills Relative to a 
National Health Program. May and June 1949. 2 parts, 
1247 pp. House of Representatives Hearings before a Sub- 
committee of the Committee on Interstate and Foreign 
Commerce on H, R. 4312 and H. R. 4313 (Identical Bills) 
and H. R. 4918 and other Identical Bills on a National 
Health Plan. May, June, and July 1949. 996 pp. 8lst 
Congress, Ist Session. Washington, D. C., Government 
Printing Office, 1949, 


Pros and Cons 


American Medical Association Council on Medical Service, 
compiler. Voluntary Health Insurance vs. Compulsory 
Sickness Insurance; a Compilation of Articles from Va- 
rious Sources. Chicago, The Association, 1946. 124 pp. 


Anderson, Odin W. Compulsory Medical Care Insurance, 
1910-50. In Medical Care for Americans, Franz Gold- 
mann and Hugh R. Leavell, editors. Annals of American 
Academy of Political and Social Science 273: 106-113, 
January 1951. 


Bachman, George W., and Meriam, Lewis. The Issue of Com- 
pulsory Health Insurance; a Study Prepared at the Re- 
quest of Senator H. Alexander Smith, Chairman of the 
Subcommittee on Health of the Senate Committee on La- 
bor and Public Welfare. Washington, D. C., Brookings 
Institution, 1948. 271 pp. 


Bauer, Louis Hopewell. Private Enterprise or Government 
in Medicine. Springfield, Ill., Charles C. Thomas, 1948. 
201 pp. 


Boas, Ernst P. The Need for a National Health Program. 
Journal of National Medical Association 41: 170-172, 
July 1949. 


Campbell, Rita Ricardo, and Campbell, W. Glenn. Compul- 
sory Health Insurance; the Economic Issues. Quarterly 
Journal of Economics 66: 1-24, February 1952. 


Davis, Michael M. America Organizes Medicine. New York, 
Harper & Brothers, 1941. 335 pp. 


Davis, Michael M., and Anderson, Dewey. Medical Care for 
the Individual and The Issue of Compulsory Health In- 
surance; a Review of the Report of the Brookings Insti- 
tution. Published at the Request of Senator James E. 
Murray and Senator Claude Pepper, members of the 
Subcommittee on Health of the Senate Committee on 
Labor and Public Welfare. Washington, D. C., Govern- 
ment Printing Office, 1948. 17 pp. 

Easlick, Kenneth A.; Garvey, Francis J.; Gruebbel, Allen O.; 
et al. Compulsory Health Insurance Is Not the Answer. 
A series of articles. Journal of American Dental Asso- 
ciation 38: 478-572, April 1949, section 2. 


Emerson, Haven. Cooperation Between Patient and Physician; 
the Essence of Good Medical Care, Individual or Collec- 
tive. New York State Journal of Medicine 47: 1503-1506, 
July 1, 1949, 


Falk, I. S. Medical Care Insurance, Lessons From Voluntary 
and Compulsory Plans; Adequacy of Financing. Ameri- 
can Journal of Public Health 41: 553-559, May 1951. 


Falk, I. S.; and Netzer, D. Two Comments on The Economic 
Issues of Compulsory Health Insurance. Quarterly Jour- 
nal of Economics 66: 572-591. November 1952. 


Folsom, Marion B.; Witte, Edwin E.; Sensenich, R. L.; et al. 
Health Insurance in America; Addresses, Second National 
Conference on Social Security, Sponsored by Chamber of 
Commerce of the United States, January 1945. Washing- 
ton, D. C., Chamber of Commerce of United States, 1945. 
72 pp. 

Gilbert, William H., compiler. National Compulsory Health 
Insurance and Medical Plans; Development of Proposed 
Legislation, Foreign Experience, Summary of Pros and 
Cons, and Bibliography. Washington, D. C., Library of 
Congress, 1949. 22 pp. 

Kulp, Clarence A. Voluntary and Compulsory Medical Care 
Insurance. Jn Papers and Proceedings of 63d Annual 
Meeting of the American Economic Association, 1950. 
American Economic Review 41: 667-675, May 1951. 


Livingston, Helen E. National Health Insurance. Legislative 
Reference Service Public Affairs Bulletin 85. Washing- 
ton, D. C., Library of Congress, June 1950. 78 pp. 
Processed. 

McKittrick, Leland S. Medical Care for the American People; 
Is Compulsory Health Insurance the Solution? New Eng- 
land Journal of Medicine 240: 998-1002, June 23, 1949. 

Mountin, Joseph W.; Falk, I. S.; Sinai, Nathan; et al. Con- 
tent and Administration of a Medical Care Program. A 
series of six articles. American Journal of Public Health 
34: 1217-51, December 1944. 


Pratt, John M.; Clough, S. DeWitt; Fishbein, Morris; et al. 
American Health Number. A series of 25 articles. Rail- 
road Journal 8 (12): 7-71, August 1944. 


Research Council for Economic Security. Our National Health 
Problem. Chicago, The Council, 1951. 26 pp. 


Wilson, Elizabeth W. Compulsory Health Insurance. Studies 
in Individual and Collective Security, 3. New York, Na- 
tional Industrial Conference Board, 1947. 138 pp. 


Health Insurance in a Social Insurance Setting 


Armstrong, Barbara N. The Health Insurance Doctor; His 
Role in Great Britain, Denmark, and France. Princeton, 
Princeton University Press, 1939. 264 pp. 


Burns, Eveline M. The American Social Security System. 
Boston, Houghton Mifflin Company, 1949. 460 pp. 


Falk, I. S. Security Against Sickness; a Study of Health In- 
surance. Garden City, Doubleday, Doran, 1936. 423 pp. 


Gagliardo, Domenico. American Social Insurance. New York, 
Harper & Brothers, 1949. 671 pp. 


303 


Millis, Harry A. Sickness and Insurance; a Study of the 
Sickness Problem and Health Insurance. Chicago, Uni- 
versity of Chicago Press, 1937. 166 pp. 

Simons, A. M., and Sinai, Nathan D. The Way of Health 
Insurance. Chicago, University of Chicago Press, 1932. 
215 pp. 


Health Insurance Costs 


Falk, I. S. A Budget for Medical-Care Insurance. Yale Jour- 
nal of Biology and Medicine 19: 689-696, March 1947. 
Falk, I. S. Cost Estimates for National Health Insurance, 

1948. Social Security Bulletin 12 (8): 4-10, August 1949. 

Meriam, Lewis; Schlotterbeck, Karl T.; and Maroney, Mildred. 
The Cost and Financing of Social Security. Washington, 
D. C., Brookings Institution, 1950. 193 pp. 

Muntz, Earl E. Social Security; an Analysis of the Wagner- 
Murray Bill. New York, American Enterprise Associa- 
tion, 1944. 102 pp. 

Schmidt, Adolph. What Will Health Insurance Cost?  Pitts- 
burgh, Industrial Hygiene Foundation, 1949. 12 pp. 
Soule, George. The Costs of Health Insurance. New York, 
Committee on Research in Medical Economics; and Wash- 
ington, D. C., Public Affairs Institute, April 1949. 27 pp. 


Bibliography 


Federal Security Agency. A Selected Bibliography on Health 
Services and Health Insurance. Washington, D. C., The 
Agency, January 1951. 13 pp. 

Gilbert, William H., compiler. References on the Issues In- 
volved in Proposed National Health Insurance Programs. 
Washington, D. C., Library of Congress, 1949. 4 pp. 

Social Security Administration. Some Basic Readings in Social 
Security; 1950 Supplement. Publication 28. Washington, 
D. C., Government Printing Office, 1950. 55 pp. 


FOREIGN HEALTH INSURANCE PROGRAMS 


Beveridge, William. Social Insurance and Allied Services; Re- 
port. New York, Macmillan, 1942. 299 pp. 

Cilento, Sir Raphael. Blueprint for the Health of a Nation. 
Sydney, Australia, Scotow Press, 1944. Ca. 196 pp. 

Farman, Carl H. Social Security Legislation Throughout the 
World. Washington, D. C., Government Printing Office, 
1949. 176 pp. 

Great Britain, Ministry of Health, Department of Health for 
Scotland, A National Health Service; Presented by the 
Minister of Health and the Secretary of State for Scotland 
to Parliament by Command of His Majesty, February 1944. 
New York, Macmillan, 1944. 85 pp. 

Haegerty, J. J. Health Insurance; a Report of the Advisory 
Committee on Health Insurance to the Special Committee 
on Social Security. Ottawa, King’s Printer, 1943. 558 pp. 

Marsh, L. C. Report on Social Security for Canada prepared 
for the Special Committee on Social Security. Ottawa, 
King’s Printer, 1943. 145 pp. 

McCleary, G. F. National Health Insurance. London, H. K. 
Lewis, 1932. 185 pp. 

Roberts, Ffrangcon. The Cost of Health. London, Turnstile 
Press, 1952. 200 pp. 


304. 


FINANCING HOSPITAL CARE 


The Scope of the Problem 


American Hospital Association. Hospital Costs Study to Begin 
Soon. Hospitals 25 (7): 116, July 1951. 


Block, Louis; Spanier, David H.; and Berberich, John V., Jr. 
Adequate Financial Support for Hospital Maintenance and 
Operation. Public Health Service Publication 76. Wash- 
ington, D. C., Government Printing Office, 1951. 27 pp. 

Commission on Hospital Care. Financing Hospital Service; Fi- 
nancial Data for Hospitals; and Past and Current Methods 
of Financing Hospital Care. Chapters 13, 26, and 34 in 
Hospital Care in the United States. New York, Common- 
wealth Fund, 1947. Ch. 13, pp. 168-181; ch. 26, pp. 
333-346; and ch. 34, pp. 519-582. _ 

Faxon, Nathaniel W. The Financial Relationships of Medical 
Schools and Teaching Hospitals. Jn Papers and Discus- 
sions Presented at the Annual Congress on Medical Educa- 
tion and Licensure, Chicago, February 9 and 10, 1948. 
Chicago, American Medical Association, 1948. 55 pp. 

Ginzberg, Eli. Trends in Costs; Trends in Income; Current 
Position; Replacement of Obsolete Facilities; and Expan- 
sion of Facilities. Chapters 5, 6, 7, 8, and 9 in A Pattern 
for Hospital Care; Final Report of the New York State 
Hospital Study. New York, Columbia University Press, 
1949. pp. 55-111. 

Greenberg, Selig. Paying Patients Help Carry Costs in Train- 
ing Hospitals. Chapter 15 in Medicine In Crisis. Provi- 
dence, R. I., Providence Journal Company, March 1951. 
pp. 36-37. 

Hillman, C. C. Part-Pay Hospitalization Plan for Low-Income 
Groups. Hospitals 25 (9): 59-61, September 1951. 

Klarman, Herbert E. The Economics of Hospital Service. 
Harvard Business Review 29 (5): 71-89, September 1951. 

Klarman, Herbert E. Economic Problems of the Voluntary 
General Hospital. Hospitals 26 (10): 56-59, October 
1952. 

Rorem, C. Rufus. The Public’s Investment in Hospitals. Chi- 
cago, University of Chicago Press, 1930. 251 pp. 

Stern, Bernhard J. The Nature and Extent of Hospital Sery- 
ices by Governments. Chapter 6 in Medical Services by 
Government; Local, State, and Federal. New York, Com- 
monwealth Fund, 1946. pp. 78-109. 


Hospital Costs 


American Hospital Association Council on Administrative Prac- 
tice, Committee on Accounting and Statistics. Handbook 
on Accounting, Statistics, and Business Office Procedures 
for Hospitals; Uniform Hospital Statistics and Classifica- 
tion of Accounts. Publication M10-50. Chicago, The As- 
sociation, 1950. 155 pp. 

American Hospital Association. Facts About Hospitals; Sta- 
tistical Material for Administrators, Directors of Public 
Relations, Public Relations Committees. Chicago, The As- 
sociation, 1951. 8 pp. 

American Hospital Association. Hospital Rates, 1948; a Re- 
port Prepared for Member Hospitals of the American Hos- 

' pital Association. Chicago, The Association, 1948. 32 pp. 


American Hospital Association. Trends in Income and Ex- 
pense. Hospitals 23 (1): 45-52, January 1949. 


Farrant, James S. Only Cost Analysis Can Give You a Reliable 
Picture of Hospital Expenses, So Rochester Council Finds. 
Modern Hospital 76 (2): 74-75, February 1951. 

Mountin, Joseph W.; Pennell, Elliott H.; and Pearson, Kay. 
Hospitals Existing Singly in Counties Have Similar Finan- 
cial Structure. Public Health Reports 56: 498-509, March 
14, 1941. 

Pennell, Elliott H.; Mountin, Joseph W.; and Pearson, Kay. 
Business Census of Hospitals, 1935; General Report. 
Supplement 154 to Public Health Reports. Washington, 
D. C., Government Printing Office, 1939. 38 pp. 

Pennell, Elliott H.; Mountin, Joseph W.; and Pearson, Kay. 
Financial Support of Hospitals Controlled by State and 
Local Governments. Public Health Reports 56: 433-445, 
March 7, 1941. 


Snoke, Albert W. Cooperation to Reduce Hospital Bills by 
Medical and Administrative Staffs; a Letter to the Editor. 
Journal of American Medical Association 150: 713-714, 
October 18, 1952. 


Mental Hospital Finance 


Council on State Governments. The Mental Health Programs 
of the Forty-Eight States; a Report to the Governors’ Con- 
ference. Chicago, The Council, 1950. 377 pp. Revision 
in Process. 


Deutsch, Albert. The Shame of the States. New York, Har- 
court, Brace, 1948. 188 pp. 


Public Health Service. Maintenance Expenditures in Public 
Mental Hospitals in Relation to General Revenues of 
States. Public Health Reports 67: 681-685, July 1952. 


Blue Cross and Hospital Finance 


American Hospital Association. The Principles of Third-Party 
Payment for Hospital Care. Hospitals 25 (7): 37-39, 
July 1951. 


Davis, Michael M. Keeping Income Abreast of Expense. Mod- 
ern Hospital 76 (6): 86-89, June 1951. 


van Steenwyk, E. A. How the Blue Cross Works. Modern 
Hospital 79 (5): 92-96, November 1952 


Government Payments to Hospitals 


American Hospital Association Committee on State and Local 
Welfare Legislation. The Disorder in Indigent Care. Hos- 
pitals 23 (2): 64-€5, February 1949. 


Children’s Bureau. Purchase of Hospital Care; a Bulletin for 
State Agencies Administering Services for Maternal and 
Child Health and Crippled Children, Revised July 1949. 
Washington, D. C., The Bureau, 1949. 22 pp. Processed. 


Children’s Bureau and Public Health Service. Health Grants 
Manual; Rates of Remuneration for Hospital Care. Part 
12-5.14. Washington, D. C., Federal Security Agency, 
1949. Processed. 


Earle, Valerie A. Current State Practices With Regard to 
Hospitalization of Indigent Patients. Public Welfare 10: 
49-52, April 1952. 

Fausey, Glen W. Cutting Indigent Care Losses. 
22 (7): 33-34, July 1948. 

Office of Vocational Rehabilitation. Maximum Fees for Hos- 
pitalization. Published in Federal Register, September 12, 
1951, Section 401.33, Title 45. 

Sibley, Hiram. Government Agencies Can Be Persuaded to 
Pay Costs for Indigent Care. Hospitals 25 (2): 43-46, 
February 1951. 


Hospitals 


THE ECONOMY AND HEALTH PROGRAMS 


Buehler, Alfred G., editor. Government Finance in a Stable 
and Growing Economy. A series of 26 articles presented 
in five groups: 1. Introduction. 2. Budgeting for a Demo- 
cratic and Prosperous America. 3. Taxation and the Econ- 
omy. 4. A Tax Policy for a Prosperous America. 5. The 
Public Debt and the Economy. Annals of American 
Academy of Political and Social Science 266: 1-195, 
November 1949. 


Campbell, W. Glenn. The Economics of Social Security and 
the Theory of Government Finance. National Tax Journal 
4: 167-179, June 1951. 


Fuss, M. Henri; Veldkamp, G. M. J.; Durand, Paul, et al. 
Reports of the International Institute for Public Finance; 
Social Insurance Financing. Public Finance 5 (3): 259- 
496. 1950. 

Myrdal, Gunnar. Economic Aspects of Health. Chronicle of 
World Health Organization 6: 203-218, August 1952. 
Rothenberg, Jerome. Welfare Implications of Alternative 

Methods of Financing Medical Care. In Papers and 
Proceedings of 63d Annual Meeting of the American Eco- 
nomic Association, 1950. American Economic Review 41: 

676-687, May 1951. 

Winslow, C.-E. A. The Economic Values of Preventive Medi- 
cine. Chronicle of World Health Organization 6: 191- 
202, August 1952. 

Wood, Ramsay; Swan, Eliot J.; and Stettner, Walter F. 
Housing, Social Security, and Public Works. Postwar 
Economic Studies 6, June 1946. Washington, D. C., Fed- 
eral Reserve System Board of Governors, 1946. 94 pp. 


305 


ACKNOWLEDGMENTS 


The Commission wishes to acknowledge with deep gratitude the 
invaluable help obtained from the many panel participants and other 
expert witnesses who aided the Commission in its work. Without the 
devoted cooperation of these people who gave unstinted time and 
effort, the task of surveying within one year the health needs of the 
American Nation could not have been brought to conclusion. 

We wish also to acknowledge the assistance and cooperation of 
public and private agencies, and organizations and individuals, who 
provided us with technical information and assistance. 

A list of Regular Panels and Joint Panels, held in Washington, 
D. C., with the names of the participants follows: 


PANEL ON GENERAL PRACTICE 
April 8, 1952 


Donald Clark, M. D., General Physician and Surgeon, 
Peterborough, N. H., Panel Keynoter. 

Joseph S. Collings, M. D., Assistant Medical Director, 
Health Insurance Plan of Greater New York. New 
York,.N? Y; 

Wilburt C. Davison, M. D., Dean, Duke University 
School of Medicine, Durham, N. C. 

Charles E. Nyberg, Executive Director, American 
Academy of General Practice, Kansas City, Mo. 
Mrs. Gladys Talbott Edwards, Director of Education, 

National Farmers’ Union, Denver, Colo. 

Preston L. Hill, Superintendent of Martin Sanatorium, 
Picayune, Miss. 

Francis Hodges, M. D., General Physician and member 
of the Board of Trustees, California Physicians’ 
Service, San Francisco, Calif. 

Wingate M. Johnson, M. D., Professor of Clinical 
Medicine, Bowman Gray School of Medicine, Wake 
Forest College, Winston-Salem, N. C. 

Miss Marian Randall, R. N., Executive Director, Visit- 


ing Nurse Service of New York City, New York, 
N. Y. 


306 


PANEL ON SPECIALIZATION 
April 9, 1952 


Myron M. Weaver, M. D., Dean, Faculty of Medicine, 
University of British Columbia, Vancouver, B. C., 
Panel Keynoter. 


Robin Buerki, M. D., Administrator, Henry Ford Hos- 
pital; and Chairman, Advisory Board for Medical 
Specialties, American Medical Association, Detroit, 


Mich. 


Stanley E. Dorst, M. D., Dean and Associate Professor 
of Medicine, University of Cincinnati College of 
Medicine, Cincinnati, Ohio. 


Warfield M. Firor, M. D., Associate Professor of Sur- 
gery, Johns Hopkins University School of Medicine, 
Baltimore, Md. 


John McK. Mitchell, M. D., Dean and Assistant Pro- 
fessor of Pediatrics, School of Medicine, University 
of Pennsylvania School of Medicine, Philadelphia, 
Pa, 

Russell H. Morgan, M. D., Professor of Radiology, 
Johns Hopkins University School of Medicine, Balti- 
more, Md. 

Julian M. Ruffin, M. D., Associate Professor of Medi- 


cine, Duke University School of Medicine, Durham, 
NEG 


M. G. Westmoreland, M. D., Executive Secretary, Col- 
lege of Pathology, Chicago, IIl. 


Harry M. Zimmerman, M. D., Pathologist, Montefiore 
Hospital, New York, N. Y. 


PANEL ON GROUP PRACTICE 
April 10, 1952, Panel Participants 


John P. Bowler, M. D., Hitchcock Clinic and Hospital, 
Hanover, N. H. 


Richard O. Bullis, M. D., Medical Counselor, Henry J. 
Kaiser Co., Oakland, Calif. 


Harold J. Gibbons, President, Labor Health Institute, 
St. Louis, Mo. 


Gunnar Gundersen, M. D., Gundersen Clinic, La 
Crosse, Wis. 


G. Halsey Hunt, M. D., Assistant Surgeon General, 
Associate Chief, Bureau of Medical Services, Pub- 
lic Health Service, Federal Security Agency, Wash- 
ington, D. C. 

Edwin P. Jordan, M. D., Executive Director, American 


Association of Medical Clinics, Charlottesville, Va. 


Henry B. Makover, M. D., Medical Director, Central 
Manhattan Medical Group, New York, N. Y. 


E. Richard Weinerman, M. D., Consultant in Medical 
Care and Group Practice, El Cerrito, Calif. 


Ozro Woods, M. D., Medical Director, Dallas Medical 
and Surgical Clinic, Dallas, Tex. 


Wallace M. Yater, M. D., Director, Yater Clinic, 
Washington, D. C. 


PANEL ON REGIONALIZATION 
April 17, 1952 


Roscoe I. Pullen, M. D., formerly Director, Division of 
Graduate Medicine, Tulane University of Louisiana, 
School of Medicine; now Dean, Postgraduate School 
of Medicine, The University of Texas, Houston, Tex., 
Panel Keynoter. 


John J. Bourke, M. D., Executive Director, New York 


State Joint Hospital Survey and Planning Commis- 


sion, Albany, N. Y. 


Edwin L. Crosby, M. D., formerly Director, The Johns 
Hopkins Hospital, Baltimore, Md., now Director, 
Joint Commission on Accreditation of Hospitals, 
American College of Surgeons, Chicago, III. 


237124—53——_21 


Frank G. Dickinson, Ph.D., Director, Bureau of 
Medical Economic Research, American Medical As- 
sociation, Chicago, II. 

C. Horace Hamilton, Head, Department of Sociology, 
North Carolina State College, Raleigh, N. C. 

Mrs. Lucile Petry Leone, R. N., Assistant Surgeon 
General, Chief Nurse Officer, Public Health Serv- 
ice, Federal Security Agency, Washington, D. C. 

Paul Lembcke, M. D., Associate Professor of Public 
Health Administration, School of Hygiene and 
Public Health, The Johns Hopkins University, 
Baltimore, Md. 

Frederick Mott, M. D., Medical Administrator, Memo- 
rial Hospital Associations of Virginia, W. Virginia 
and Kentucky; Washington, D.C. Formerly Deputy 
Minister of Public Health, Saskatchewan, Canada. 

Samuel Proger, M. D., President, Bingham Associates 
Fund; Physician-in-Chief, New England Center Hos- 
pital, Boston, Mass. 

Edward S. Rogers, M. D., Professor of Public Health 
Administration, University of California School of 
Public Health, Berkeley, Calif. 

W. T. Sanger, M. D., President, Medical College of 
Virginia, Richmond, Va. 

Milton Terris, M. D., Assistant Dean in Charge of 
Post-Graduate Education, University of Buffalo, 
School of Medicine, Buffalo, N. Y. 


PANEL ON PROMOTION OF HEALTH 
April 22, 1952 


Thomas D. Dublin, M. D., Executive Director, Na- 
tional Health Council, New York, N. Y., Panel Key- 
noter 

W. W. Bauer, M. D., Director, Bureau of Health Educa- 
tion, American Medical Association, and Editor, 
Hygeia, Chicago, Ill. 

Leroy E. Burney, M. D., State Health Commissioner, 
Indiana State Board of Health, Indianapolis, Ind. 

Howe Eller, M. D., Professor of Community Health, 
University of Louisville School of Medicine, Louis- 
ville, Ky. 

Paul Harper, M. D., Professor of Public Health Admin- 
istration, Johns Hopkins School of Hygiene and 
Public Health, Baltimore, Md. 

Ira V. Hiscock, Sc. D., Chairman, Department of Pub- 
lic Health, Yale University School of Medicine, New 


Haven, Conn. 


307 


Charles P. Loomis, Ph. D., Social Research Service, 
Department of Rural Sociology, Michigan State 
College, East Lansing, Mich. 


George Silver, M. D., Chief, Division of Social Medicine, 
Montefiore Hospital, New York, N. Y. 


Miss Dorothy G. Wiehl, Milbank Memorial Fund, New 
York, N. Y. 


PANEL ON REHABILITATION 
April 23, 1952 


Miss Mary Switzer, Chief, Office of Vocational Rehabili- - 


tation, Federal Security Agency, Washington, D. C., 
Panel Keynoter. 

Alexander P. Aitken, M. D., Professor of Clinical 
Orthopedic Surgery, Tufts College of Medicine, Bos- 
ton, Mass. 

Ben L. Boynton, M. D., Chief of Physical Medicine and 
Rehabilitation, Veterans Administration Hospital, 
Houston, Tex. 

Warren F. Draper, M. D., Executive Medical Officer, 
United Mine Workers, Welfare and Retirement Fund, 
Washington, D. C. 

O. Anderson Engh, M. D., Orthopedic Surgeon, Arling- 
ton, Va. 

Leonard J. Goldwater, M. D., Professor of Occupa- 
tional Medicine, Columbia University School of Pub- 
lic Health, New York, N. Y. 

Robert H. Kennedy, M. D., Professor of Clinical Sur- 
gery, New York University-Post Graduate Medical 
School, New York, N. Y. 

Mrs. Georgia McCoy, Director of Follow-up Study, Re- 
habilitation Department, New York University-Belle- 
vue Medical Center, New York, N. Y. 

F. Ray Power, State Director of Vocational Rehabilita- 
tion, Charleston, W. Va. 

Howard Rusk, M. D., Director, Institute of Physical 
Medicine and Rehabilitation, New York University- 
Bellevue Medical Center, New York, N. Y. 


Peter J. Salmon, Executive Director, Industrial Home 


for the Blind, Brooklyn, N. Y. 
PANEL ON PREVENTION OF DISEASE 
April 24, 1952 


Morton Levin, M. D., Assistant Commissioner, New 
York State Health Department, Albany, N. Y. 
Formerly Director, Commission on Chronic Illness, 
Panel Keynoter. 


308 


Gaylord Anderson, M. D., Dean, School of Public 
Health, University of Minnesota, Minneapolis, 
Minnesota. President, American Public Health 
Association. 

Ruth Freeman, R. N., Associate Professor of Public 
Health Nursing, School of Hygiene and Public 
Health, The Johns Hopkins University, Baltimore, 
Md. 

Edward M. Holmes, M. D., Director, Richmond Depart- 
ment of Public Health, Richmond, Va. 

John Hubbard, M. D., Professor, Department of Pre- 
ventive Medicine, University of Pennsylvania School 
of Medicine, Philadelphia, Pa. 

Fred Mayes, M. D., Director of Public Health, Brook- 
line, Mass. 

Miss Dorothy Nyswander, Professor of Health Edu- 
cation, School of Public Health, University of Cali- 
fornia, Berkeley, Calif. 


PANEL ON MEDICAL EDUCATION 
May 13, 1952 


Thomas Hale Ham, M. D., Chairman, Committee on 
Medical Education, Western Reserve University 
School of Medicine, Cleveland, Ohio, Panel Key- 
noter. 

George N. Aagaard, M. D., Dean, Southwestern Medi- 
cal School of the University of Texas, Dallas. 

Ward Darley, M. D., Dean, University of Colorado 
School of Medicine, Denver, Colo. 

John Deitrick, M. D., Director, Survey of Medical Edu- 
cation, Inc., Chicago, III. 

Stanley E. Dorst, M. D., Dean and Associate Professor 
of Medicine, University of Cincinnati College of 
Medicine, Cincinnati, Ohio. 

Lester J. Evans, M. D., Executive Associate, Common- 
wealth Fund, New York, N. Y. 

Robert R. J. Hilker, M. D., Resident in Medicine, 
Wesley Memorial Hospital, Chicago, Ill. 

Joseph L. Johnson, M. D., Dean, Howard University 
College of Medicine, Washington, D. C. 

James Mashburn, M. D., Resident in Surgery, Grady 
Memorial Hospital, Atlanta, Ga. 

John Romano, M. D., Professor of Psychiatry, Uni- 
versity of Rochester School of Medicine and Den- 
tistry, Rochester, N. Y. 


John B. Youmans, M. D., Dean, School of Medicine, 
and Director of Medical Affairs, Vanderbilt Uni- 


versity, Nashville, Tenn. 


JOINT PANEL ON GENERAL PRACTICE, 
SPECIALIZATION, GROUP PRACTICE 
AND REGIONALIZATION 


May 14, 1952 


Joseph Collings, M. D., Assistant Medical Director, 
Health Insurance Plan of Greater New York, New 
York, N. Y. 


Edwin P. Jordan, M. D., Executive Director, American 
Association of Medical Clinics, Charlottesville, Va. 

Russel V. Lee, M. D., Palo Alto Clinic, Palo Alto, Calif. 

Paul A. Lembcke, M. D., Associate Professor of Public 
Health Administration, School of Hygiene and Pub- 
lic Health, The Johns Hopkins University, Balti- 
more, Md. 

Samuel Proger, M. D., President, Bingham Associates 
Fund; Physician-in-Chief, New England Center Hos- 
pital, Boston, Mass. 

Roscoe L. Pullen, M. D., formerly Director, Division 
of Graduate Medicine, Tulane University of Louisi- 
ana School of Medicine, New Orleans; now, Dean, 
Post-graduate School of Medicine, The University 
of Texas, Houston, Tex. 

Julian M. Ruffin, M. D., Professor of Medicine, Duke 
University School of Medicine, Durham, N. C. 
Myron W. Weaver, M. D., Dean, Faculty of Medicine, 
University of British Columbia, Vancouver, B. C. 


E. Richard Weinerman, M. D., Consultant in Medical 
Care and Group Practice, Berkeley, Calif. 


JOINT PANEL ON PROMOTION OF 
HEALTH, PREVENTION OF DISEASE 
AND REHABILITATION 


May 15, 1952 


Alexander P. Aitken, M. D., Director of Rehabilitation, 
Liberty Mutual Rehabilitation Center; Professor of 
Clinical Orthopedic Surgery, Tufts College of 
Medicine, Boston, Mass. 


Thomas D. Dublin, M. D., Executive Director, National 
Health Council, New York, N. Y. 


Edward M. Holmes, M. D., Director, Richmond Depart- 
ment of Public Health, Richmond, Va. 


John P. Hubbard, M. D., Professor of Public Health 
and Preventive Medicine, University of Pennsy]l- 


vania School of Medicine, Philadelphia, Pa. 


Morton L. Levin, M. D., Assistant Commissioner, New 


York State Health Department, Albany, N. Y. 


Miss Mary Switzer, Chief, Office of Vocational Re- 
habilitation, Federal Security Agency, Washington, 
WIG 


Miss Dorothy G. Wiehl, Milbank Memorial Fund, New 
York, N. Y. 


PANEL ON HEALTH OF AGING 
May 20, 952 


Robert T. Monroe, M. D., Director, Geriatric Clinic, 
Peter Bent Bingham Hospital; and Associate in 
Clinical Medicine, Harvard Medical School, Boston, 
Mass., Panel Keynoter. 


E. M. Bluestone, M. D., Consultant, Montefiore Hos- 
pital; President, American Association of Hospital 


Consultants, New York, N. Y. 


Ernst P. Boas, M. D., Consulting Physician, Mt. Sinai 
Hospital, New York, N. Y. 


Murray B. Ferderber, M. D., Assistant Professor of 
Medicine, University of Pittsburgh School of Medi- 
cine; and Consultant in Physical Medicine and 
Rehabilitation, Alleghany County Institutions Dis- 
trict, Pittsburgh, Penn. 


Ben L. Grossman, Executive Director, Drexel Home, 


Chicago, Ill. 


Mrs. Adele M. Pearson, President, Minnesota Associa- 
tion of Nursing Homes; and Vice-President, Ameri- 
can Association of Nursing Homes; Minneapolis, 


Minn. 


Miss Ollie A. Randall, Consultant on Services for the 
Aged, Community Service Society of New York City; 
Vice Chairman, Committee on Aging, National Social 
Welfare Assembly; Consultant, New York State Joint 
Legislative Committee on Problems of Aging, New 


Yorks. ¥. 


Clark Tibbetts, Chairman, Committee on Aging and 
Geriatrics, Federal Security Agency, Washington, 
DG 


Margaret W. Wagner, Executive Director, Benjamin 
Rose Institute, Cleveland, Ohio. 


Edwin Witte, Chairman of the Department and Pro- 
fessor of Economics, University of Wisconsin, 


Madison, Wis. 


309 


PANEL ON MENTAL HEALTH 


May 21, 1952 


Paul V. Lemkau, M. D., Associate Professor of Public 
Health Administration, School of Hygiene and Pub- 
lic Health, The Johns Hopkins University, Balti- 
more, Md., Panel Keynoter. 

Norman Cameron, M. D., Professor of Psychiatry, 
School of Medicine, and Professor of Psychology, 
University of Wisconsin, Madison, Wis. 

Ralph Chambers, M. D., Chief Inspector, Central In- 
spection Board, American Psychiatric Association, 
Washington, D. C. 

Bernard Crihfield, Eastern Representative, Council of 
State Governments, Chicago, Ill. 


Ernest Gruenberg, M. D., Executive Director, New York 
State Mental Health Commission, Albany, N. Y. 


Carlyle F. Jacobsen, Ph. D., Executive Dean for Medi- 
cal Education State University of New York, Albany, 
Nay; 


Mrs. Bessie Littman, Mental Health Consultant, Na- 
tional Organization for Public Health Nursing, Inc., 
New York, N. Y 


James Lowry, M. D., Chief, Community Services 
Branch, National Institute of Mental Health, Public 
Health Service, Federal Security Agency, Bethesda, 
Md. 

Juul C. Nielsen, M. D., Medical Director, Indiana Coun- 
cil for Mental Health, Indianapolis, Ind. 

Mrs. Elizabeth Ross, Psychiatric Social Work Con- 
sultant, Child Welfare Division, Board of Public 
Welfare of the District of Columbia, Washington, 
DG. 

David Shakow, Ph. D., Professor of Psychology, Uni- 
versity of Illinois School of Medicine, Chicago, Ill. 


George S. Stevenson, M. D., Medical Director, National 
Association for Mental Health, New York, N. Y. 


PANEL ON CARE OF THE 
CHRONICALLY ILL 


May 22, 1952 


Dean Roberts, M. D., Director, Commission on Chronic 
Illness, Baltimore, Md., Panel Keynoter. 


Martin Cherkasky, M. D., Director, Montefiore Hos- 
pital, New York, N. Y. 


310 


Paul B. Cornely, M. D., Medical Director, Freedman’s 
Hospital; Professor of Public Health and Preven- 
tive Medicine, Howard University School of Medi- 
cine, Washington, D. C. 

Joseph W. Fichter, Member, Commission on Chronic 
Illness; Past Master and Member, Executive Com- 
mittee, Ohio State Grange, Oxford, Ohio. 

Miss Ruth W. Hubbard, General Director, Visiting 
Nurse Society, Philadelphia, Pa. 

Sanford P. Lehman, M. D., Director, Seattle-King 
County Health Department, Seattle, Wash. 

H. B. Mulholland, M. D., Member, Executive Com- 
mittee, Commission on Chronic Illness; Assistant 
Dean and Professor of Internal Medicine, University 
of Virginia School of Medicine, Charlottesville, Va. 

Elliot V. Newman, M. D., Associate Professor of Medi- 
cine, Johns Hopkins University School of Medicine, 
Baltimore, Md. 

Miss Edna Nicholson, Director, Central Service for the 
Chronically Ill, Chicago, Ill. 

David Seegal, M. D., Professor of Medicine, Columbia 
University; and Director, Columbia University Re- 
search Service, Goldwater Memorial Hospital, New 
York, N. Y. 

Mrs. Lucille Smith, Public Health Administrator, Divi- 
sion of Public Health Methods, U. S. Public Health 
Service; and Member, Commission on Chronic IIl- 


ness; Washington, D. C. 


PANEL ON RESEARCH 


May 26, 1952 


T. Duckett Jones, M. D., Medical Director, The Helen 
Hay Whitney Foundation, New York, N. Y., Panel 
Keynoter. 

Ernest M. Allen, Chief, Division of Research Grants, 
National Institutes of Health, Public Health Serv- 
ice, Federal Security Agency, Washington, D. C. 

Keith Cannan, D. Sc., Vice Chairman, Division of 
Medical Sciences, National Research Council, Wash- 
ington, D.C. 

Wallace O. Fenn, M. D., Professor of Physiology and 
Assistant Dean, School of Medicine and Dentistry, 
University of Rochester, Rochester, N. Y. 


Alan Gregg, M. D., Vice President, The Rockefeller 
Foundation, New York, N. Y. 


Ben May, Lumberman, Mobile, Ala. 


Linus Pauling, Ph. D., Professor of Chemistry and 
Director, Gates and Crellin Laboratories of Chem- 


istry, California Institute of Technology, Pasadena, 
Calif. 


Captain C. W. Shilling, M. C., USN; Director, Research 
Division, Bureau of Medicine and Surgery, Wash- 
ington, D. C. 


Alan T. Waterman, Ph. D., Director, National Science 
Foundation, Washington, D. C. 


Cecil J. Watson, M. D., Professor of Medicine and 
Chairman of the Department of Medicine, Univer- 


sity of Minnesota School of Medicine, Minneapolis, 
Minn. 


Barry Wood, M. D., Professor of Medicine and Chair- 
man of the Department of Medicine, Washington 
University School of Medicine, St. Louis, Mo. 


PANEL ON INDUSTRIAL HEALTH 


May 27, 1952 


Herbert Abrams, M. D., Director, Health and Welfare 
Fund of Janitor’s Union Local 25, AFL, Chicago, 
I}l., Panel Keynoter. 


Leonard Greenburg, M. D., Director, Division of In- 
dustrial Hygiene and Safety Standards, New York 
State Department of Labor, New York, N. Y. - 


Raymond Hussey, M. D., Scientific Director, Council 
on Industrial Health, American Medical Association, 


Chicago, Ill. 


Miss Margaret C. Klem, Public Health Specialist, Di- 
vision of Occupational Health, Public Health Serv- 
ice, Federal Security Agency, Washington, D. C. 


George Nelson, Grand Lodge Representative, Interna- 
tional Association of Machinists, AFL, Washington, 
DEC. . 


F. E. Poole, M. D., Medical Director, Lockheed Air- 
craft Corporation, Glendale, Calif. 


Leo Price, M. D., Director, Union Health Center, 
I.L,G.W.U., New York, N. Y. 


Harry Reed, Executive Assistant to the Secretary- 
Treasurer, CIO, Washington, D. C. 


O. A. Sander, M. D., Chairman, Medical Committee, 
Industrial Hygiene Foundation, Milwaukee, Wis. 


Doris Scott, R. N., Staff Nurse, Health Division, Oak 
Ridge National Laboratory, Oak Ridge, Tenn. 


PANEL ON SUPPLY AND TRAINING 
OF NURSES 


May 29, 1952 


Mrs. Lillian Patterson, School of Nursing, University 
of Washington, Seattle, Washington, Panel Key- 
noter 


Miss Margaret Bridgman, Consultant on Nursing Edu- 
cation, Russell Sage Foundation, New York, N. Y. 


Miss M. Olwen Davies, Associate Director for Educa- 


tion, National Organization for Public Health Nurs- 
ing, New York, N. Y. 

Miss Beatrice Hall, Regional Medical Social Con- 
sultant, Division of Health Services, Children’s Bu- 
reau, Regions 1 and 2, New York, N. Y. 

Mrs. Lillian Harvey, Dean, School of Nursing, Tuske- 

gee Institute, Tuskegee, Ala. 

Mr. Stuart K. Hummel, Administrator, Silver Cross 

Hospital, Joliet, Ill. 

Miss Margaret Knapp, Specialist, Practical Nurse 
Training, Division of Vocational Education, U. S. 
Office of Education, Washington, D. C. 

Miss Mildred Lorentz, Director of Nursing Service and 
School of Nursing, Michael Reese Hospital, Chi- 
cago, Ill. 

Thomas P. Murdock, M. D., Chairman, Committee on 
Nursing of the American Medical Association, 
Meriden, Conn. 

Miss Helen Nahm, Director, National Nursing Ac- 
crediting Service, New York, N. Y. 

Albert W. Snoke, M. D., Director, Grace-New Haven 


Community Hospital, New Haven, Conn. 





PANEL ON HEALTH CARE OF VETER- 
ANS AND OTHER FEDERAL BENE- 
FICIARIES 


June 4, 1952 


R. Hugh Wood, M. D., Dean, School of Medicine, 
Emory University, Atlanta, Georgia, Panel Keynoter 


"Lyle A. Baker, M. D., Chief of Medicine, Veterans 


Administration Hospital, Hines, Ill. 
Mr. E. V. Cliff, National Chairman, Rehabilitation 


Commission, American Legion, Ortonville, Minn. 


Henry H. Faxon, M. D., Chief of Surgery, Cushing 
Veterans Administration Hospital, Framingham, 


Mass. 
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Fred T. Foard, M. D., Medical Director, U. S. Public 
Health Service and Chief, Branch of Health, Office 
of Indian Affairs, Department of Interior, Washing- 
ton, D. C. 

Arden Freer, M. D., Deputy Medical Director, Veterans 
Administration, Washington, D. C. 

Mr. Cicero F. Hogan, Director of Claims, National 
Claims Service, Disabled American Veterans, Wash- 
ington, D. C. 

Mr. George Ijams, Director, National Rehabilitation 
Service, Veterans of Foreign Wars, Washington, 


D. C. 


Mr. Robert L. L. McCormick, Director of Research, 
Citizens Committee for the Hoover Report, Wash- 
ington, D. C. 

Jack Masur, M. D., Assistant Surgeon General, Chief, 
Bureau of Medical Services, Public Health Service, 
Federal Security Agency, Washington, D. C. 

Robert L. Novy, M. D., President, Board of Directors, 


Michigan Medical Service; Vice President, National 
Blue Shield, Detroit, Mich. 


Mr. Harold Russell, Former National Commander, 
AMVETS; Vice President, World Veterans Fund, 
Natick, Mass. 


PANEL ON RURAL HEALTH 


June 5, 1952 


S. J. Axelrod, M. D., Associate Professor of Public 
Health, School of Public Health, University of Michi- 
gan, Ann Arbor, Mich., Panel Keynoter 

George F. Bond, M. D., General Physician and Sur- 
geon, Valley Clinic and Hospital, Bat Cave, N. C. 

F. S. Crockett, M. D., Chairman, Council on Rural 


Health, American Medical Association, Lafayette, 
Ind. 


Eugene Dibble, M. D., Medical Director, Tuskegee 
Institute, Tuskegee, Ala. 


Mrs. Lulu Evanson, Educational Director, North Da- 


kota Farmers’ Union, Jamestown, N. D. 


Mr. Paul A. Miller, Extension Rural Sociologist, Michi- . 


gan State College; Director, Farm Foundation Study 
on Appraisal of Community Aspects of Health in the 
United States; East Lansing, Mich. 


George Sehlmeyer, Master, California State Grange, 
Sacramento, Calif. 


Fred V. Shadid, M. D., Medical Director, Community 
Hospital-Clinic, Elk City, Okla. 
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Mrs. Haven Smith, Member, National Board of Direc- 
tors, Associated Women of American Farm Bureau 
Federation; and Director for Midwest Region, Chap- 
pell, Nebr. 


Miss Mary Switzer, Chief, Office of Vocational Reha- 
bilitation, Federal Security Agency, Washington, 
De 

Ray Trussell, M. D., Director, Hunterdon Medical Cen- 
ter, Flemington, New Jersey; Clinical Professor of 
Preventive Medicine, New York University-Bellevue 


Medical Center, New York City. 


PANEL ON MILITARY MEDICINE 


June 6, 1952 


Major General Norman P. Kirk, M. D., Montauk, Long 
Island, N. Y., Panel Keynoter. 


Major General George E. Armstrong, M. D., Surgeon 
General of the Army, Washington, D. C. 


Major General Harry C. Armstrong, M. D., Surgeon 
General of the Air Force, Washington, D. C. 


Stanhope Bayne-Jones, M. D., President, Joint Ad- 
ministrative Board, New York Hospital-Cornell Med- 
ical Center, New York, N. Y. (Brig. Gen., Ret.) 


Frank B. Berry, M. D., Professor of Clinical Surgery, 
Columbia University, New York, N. Y. 


Daniel Black, M. D., Resident in Internal Medicine, 
Presbyterian Hospital, Pittsburgh, Pa. 


Melvin A. Casberg, M. D., Chairman, Armed Forces 
Medical Policy Council, Office of the Secretary of 
Defense, Washington, D. C. 


William Dock, M. D., Professor of Medicine, State Uni- 
versity of New York, New York, N. Y. 


R. H. Friedrich, D. D. S., Chairman, Council on Fed- 
eral Dental Services, American Dental Association, 


Plainfield, N. J. 
Edward S. Hyman, M. D., Assistant Resident in Medi- 


cine, Peter Bent Brigham Hospital, Boston, Mass. 


Miss Louise Knapp, R. N., Director, School of Nursing 
and Nursing Service in the Affiliated Hospitals, 
Washington University, St. Louis, Mo. 


Rear Admiral H. Lamont Pugh, M. D., Surgeon Gen- 
eral of the Navy, Washington, D. C. 


James C. Sargent, M. D., Chairman, Council on Na- 
tional Emergency Medical Services, American Med- 
ical Association, Milwaukee, Wis. 


PANEL ON TRAINING OF PARAMEDICAL 
PERSONNEL 


June 17, 1952 


Brooks Ryder, M. D., Administrator, Bingham Asso- 
ciates Fund, Boston, Mass., Panel Keynoter 

Howard Bodily, Ph. D., Assistant Chief, Division of 
Laboratories, California State Department of Public 
Health, San Francisco, Calif. 

Mayhew Derryberry, Ph. D., Chief, Division of Public 
Health Education, Public Health Service, |}*ederal 
Security Agency, Washington, D. C. 

Robert P. Fischelis, Phar. D., Secretary and General 
Manager, American Pharmaceutical Association, 
Washington, D. C. 

Miss Marjorie Fish, Executive Director, American 
Occupational Therapy Association, New York, N. Y. 

Miss Dora Goldstine, Associate Professor, Medical 
Social Work, School of Social Service Administra- 
tion, University of Chicago, Chicago, Ill. 

James A. Hamilton, Director and Professor, Program 
of Hospital Administration, University of Minne- 
sota, Minneapolis, Minn. 

Miss Helen Lincoln, Director, Medical Record Depart- 
ment, New York Hospital-Cornell Medical Center, 
New York, N. Y. 

Dr. Vernon B. Link, Communicable Disease Center, 
U. S. Public Health Service, Atlanta, Ga. 

Miss Mary W. Northrop, Chief Dietitian, King County 
Hospital, Seattle, Wash. 

Richard A. Olden, R. T., Department of Radiology, 
Johns Hopkins Hospital, Baltimore, Md. 

W. T. Sanger, M. D., President, Medical College of 
Virginia, Richmond, Va. 

Catherine Worthingham, Ph. D., Director of Profes- 
sional Education, National Foundation for Infantile 


Paralysis, New York, N. Y. 


PANEL ON HEALTH OF MOTHERS AND 
CHILDREN 


June 18, 1952 
Martha M. Eliot, M. D., Chief, Children’s Bureau, So- 


cial Security Administration, Federal Security 
Agency, Washington, D. C., Panel Keynoter 

Harriett Bartlett, Professor of Social Economy, Sim- 
mons College School of Social Work, Boston, Mass. 


Leona Baumgartner, M. D., Assistant Commissioner in 
Charge of Maternal and Child Health, Department of 
Health, City of New York, N. Y. 


Edward Davens, M. D., Chief, Bureau of Preventive 
Medicine, State Department of Health, Baltimore, 
Md. 

Nicholson J. Eastman, M. D., Professor of Obstetrics, 
Johns Hopkins University School of Medicine, Balti- 
more, Md. 

Mrs. John E. Hayes, Past-President, National Congress 
of Parent Teachers Association, Twin Falls, Idaho. 
Albert E. Heustis, M. D., State Health Commissioner, 

Department of Public Health, Lansing, Mich. 

John Hubbard, M. D., Professor of Public Health and 
Preventive Medicine, University of Pennsylvania 
School of Medicine, Philadelphia, Pa. 

Mrs. Ethel Kirkland, State Midwife Consultant, State 
Board of Health, Jacksonville, Fla. 

Miss Marion Murphy, Resident Lecturer in Public 
Health Nursing, School of Public Health, University 
of Michigan, Ann Arbor, Mich. 

Mrs. Kate Wagon Smith, Social Worker, Turtle Moun- 

tain Indian Agency, Belcourt, N. Dak. 

Mrs. I. H. Teilman, Chairman, Health Division, Fresno 

County Coordinating Council, Selma, Calif. 





Myron E. Wegman, M. D., formerly Professor of Pedi- 
atrics, Louisiana State University School of Medi- 
cine, New Orleans, La. Now with Regional Office 
of World Health Organization, Washington, D. C. 

Kent Zimmerman, M. D., Chief, Mental Health Services, 

California State Department of Health, San Fran; 

cisco, Calif. 


PANEL ON ENVIRONMENTAL HEALTH 
SERVICES 


June 27, 1952 


Mark D. Hollis, Assistant Surgeon General, Chief En- 
gineer, Public Health Service, Federal Security 
Agency, Washington, D. C., Panel Keynoter. 

Gordon M. Fair, D. Eng., Professor of Sanitary En- 
gineering, Harvard University, Cambridge, Mass. 

Adolph G. Kammer, M. D., Chairman, Department of 
Occupational Health, Graduate School of Public 
Health, University of Pittsburgh, Pittsburgh, Pa. 

David C. Lee, Director, Bureau of Sanitary Engineer- 
ing, Florida State Board of Health, J acksonville, Fla. 
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Bleecker Marquette, Executive Secretary of Cincin- 
nati Health Federation and Cincinnati Better Housing 
League, Cincinnati, Ohio. 

Carl N. Neupert, M. D., Executive Secretary and State 
Health Officer, State Board of Health, Madison, Wis. 

Charles L. Senn, Engineer-Director, Sanitation Bu- 
reau, Los Angeles City Department of Health, Los 
Angeles, Calif. 

Walter F. Snyder, Executive Director, National Sanita- 
tion Foundation, Ann Arbor, Mich. 

Frederick J. Stare, M. D., Professor of Nutrition and 
Chairman of the Department, Harvard University 
School of Public Health, Boston, Mass. 

Frank M. Stead, Chief, Division of Environmental 
Sanitation, California State Department of Public 
Health, San Francisco, Calif. 

Harold A. Whittaker, Professional Association, Divi- 
sion of Medical Science, National Research Council, 


Washington, D. C. 


PANEL ON FINANCING OF MEDICAL 
EDUCATION AND RESEARCH 


July 1, 1952 
Ward Darley, M. D., Dean, School of Medicine, Uni- 


versity of Colorado, Denver, Colo., Panel Keynoter. 

Arthur C. Bachmeyer, M. D., Associate Dean Emeritus, 
Division of Biological Sciences, University of Chi- 
cago; Loveland, Ohio. 

George P. Berry, M. D., Dean, School of Medicine, 
Harvard University, Boston, Mass. 

Wilbert C. Davidson, M. D., Dean, School of Medicine, 
Duke University, Durham, N. C. 

John E. Deitrick, M. D., Director, Survey of Medical 
Education, Inc., Chicago, Ill. 

E. Emory Ferebee, Assistant Chief, Operations Branch, 
Labor and Public Welfare Division, Bureau of the 
Budget, Washington, D. C. 

Charles V. Kidd, Executive Secretary, Research Plan- 
ning Council, National Institutes of Health, Public 
Health Service, Federal Security Agency, Washing- 
ton, D. C. 

Vernon W. Lippard, M. D., Dean, Department of Medi- 
cine, University of Virginia, Charlottesville, Va. 

Harry M. Weaver, Ph. D., Director of Research, Na- 


tional Foundation for Infantile Paralysis, New York, 


Ne s¥e 
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JOINT PANEL ON HEALTH OF THE 
AGING AND CARE OF THE CHRON- 
ICALLY ILL 


July 9, 1952 


Robert T. Monroe, M. D., Director, Geriatric Clinic, 
Peter Bent Brigham Hospital; and Clinical Asso- 
ciate in Medicine, Harvard Medical School, Boston, 
Mass. 


Miss Ollie A. Randall, Consultant on Services for the 
Aged, Community Service Society of New York City; 
and Consultant, New York State Joint Legislative 
Committee on Problems of Aging, New York, N. Y. 


Dean Roberts, M. D., Director, Commission on Chronic 
Illness, Baltimore, Md. 


Mrs. Lucille Smith, Public Health Administrator, Di- 
vision of Public Health Methods, Public Health 
Service, Federal Security Agency; and Member, 
Commission on Chronic II]ness, Washington, D. C. 


fice of the President, Washington, D. C. 


Edwin Witte, Chairman of the Department and Pro- 
fessor of Economics, University of Wisconsin, Madi- 
son, Wis. 


JOINT PANEL ON MENTAL HEALTH 
AND HEALTH OF MOTHERS AND 
CHILDREN 


July 9, 1952 


Martha M. Eliot, M. D., Chief, Children’s Bureau, Social 
Security Administration, Federal Security Agency, 
Washington, D. C. 


Ernest Gruenberg, M. D., Executive Director, New York 
State Mental Health Commission, Albany, N. Y. 


John Hubbard, M. D., Professor of Public Health and 
Preventive Medicine, University of Pennsylvania 


School of Medicine, Philadelphia, Pa. 


Paul V. Lemkau, M. D., Adjunct Professor, Depart- 
ment of Public Health Administration, School of 
Hygiene and Public Health, Johns Hopkins Uni- 
versity, Baltimore, Md. 


Samuel Z. Levine, M. D., Pediatrician-in-Chief, New 
York Hospital, and Professor of Pediatrics, Cornell 
University School of Medicine, New York, N. Y. 


JOINT PANEL ON INDUSTRIAL HEALTH, 


RURAL HEALTH, AND ENVIRONMEN- 


TAL HEALTH SERVICES 
July 10, 1952 


Herbert Abrams, M. D., Director, Health and Welfare 
Fund of Janitor’s Union Local 25, AFL, Chicago, Ill. 

George F. Bond, M. D., General Physician and Surgeon, 
Valley Clinic and Hospital, Bat Cave, N. C. 

Eugene Dibble, M. D., Medical. Director, Tuskegee 
Institute, Tuskegee, Ala. 

Gordon M. Fair, D. Eng., Professor of Gauitar En- 
gineering, Harvard University, Cambridge, Mass. 

Mark D. Hollis, Assistant Surgeon General, Chief 
Engineer, Public Health Service, Federal Security 
Agency, Washington, D. C. 

Paul A. Miller, Extension Rural Sociologist, Michi- 
gan State College; Director, Farm Foundation Study 
on Appraisal of Community Aspects of Health in 
the U. S.; East Lansing, Mich. 

O. A. Sander, M. D., Member, Council on Industrial 
Health, American Medical Association; and Chair- 


man, Medical Committee, Industrial Hygiene Foun- 
dation (Pittsburgh) ; Milwaukee, Wis. 


PANEL ON PUBLIC MEDICAL 
PROGRAMS 


July 11, 1952 


James Brindle, Assistant Director, Social Security De- 
partment, UAW-CIO, Detroit, Mich., Panel Keynoter. 

I. Jay Brightman, M. D., Assistant Commissioner for 
Welfare Medical Services, New York State De- 
partment of Social Welfare, Albany, N. Y. 

John L. Caughey, M. D., Associate Dean, School of 


Medicine, Western Reserve University, Cleveland, 
Ohio. . 

H. D. Chope, M. D., Director of Health and Welfare, 
San Mateo County, Redwood City, Calif. 

Lloyd Florio, M. D., Manager, Department of Health 
and Hospitals, City of Denver; Professor and Head 
of Department of Preventive Medicine, Schoo! of 
Medicine, University of Colorado, Denver, Colo. 

J. L. Lattimore, M. D., Past President, Kansas State 
Medical Society and Past President, American So- 
ciety of Pathologists; Topeka, Kans. 

Eugene A. Ockuly, M. D., Member, Committee on In- 
digent Care, American Medical Association; Toledo, 


Ohio. 


Alice Saar, Director, Medical Services, City of Chicago, 
Department of Public Welfare, Chicago, Ill. 

Victor G. H. Wallace, M. D., Director, Connecticut Re- 
gional Blood Program, American Red Cross, Hart- 
ford, Conn. 

Thomas J. S. Waxter, Director, Department of Public 
Welfare, City of Baltimore, Baltimore, Md. 

Mrs. Mary S. Weaver, Medical Assistance Standards 
Specialist, Bureau of Public Assistance, Social Secu- 
rity Administration, Washington, D. C. 


PANEL ON DENTISTRY 
July 15, 1952 


John C. Brauer, D. D. S., Dean, School of Dentistry, 
University of North Carolina, Chapel Hill, N. C., 
Panel Keynoter. 

Philip E. Blackerby, D. D.S., President, American As- 
sociation of Public Health Dentists; Director, Divi- 
sion of Dentistry, W. K. Kellogg Foundation, Battle 
Creek, Mich. 

Russell A. Dixon, D. D. S., Dean, School of Dentistry, 
Howard University, Washington, D. C. 

Melvin Dollar, Executive Director, Group Health Asso- 
ciation, Inc., Washington, D. C. 

Willard C. Fleming, D. D. S., Dean, College of Den- 
tistry, University of California Medical Center, San 
Francisco, Calif. 

Maynard K. Hine, D. D. S., Dean, School of Dentistry, 
Indiana University, Indianapolis, Ind. 

Harry Lyons, D. D. S., Dean, Medical College of Vir- 
ginia, School of Dentistry, Richmond, Va. 

B. Duane Moen, Director, Bureau of Economic Re- 
search and Statistics, American Dental Association, 
Chicago, Ill. 

Shailer Peterson, Ph. D., Secretary, Council on Dental 
Education, American Dental Association, Chicago, 
Ill. 

Wendell L. Wylie, D. D. S., Professor of Orthodontics 
and Chairman of Division of Dental Hygiene, Col- 
lege of Dentistry, University of California Medical 
Center, San Francisco, Calif. 


PANEL ON HOSPITALS 
July 17, 1952 
A. J. J. Rourke, M. D., President, American Hospital 


Association; Executive Director, Hospital Council 
of Greater New York, New York, N. Y., Panel Key- 


noter. 
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George Bugbee, Executive Director, American Hospital 
Association, Chicago, III. 

J. Hamilton Cheston, President, Philadelphia Savings 
Fund Society, Philaelphia, Pa. Formerly Presi- 
dent, Hospital Council of Philadelphia. 

John W. Cronin, M. D., Chief, Bureau of Hospital 
Facilities, Public Health Service, Federal Security 
Agency, Washington, D. C. 

Edwin L. Crosby, M. D., Director, Joint Commission 
on Accreditation of Hospitals, Chicago, II]. 

Graham L. Davis, Director, Commission on Financing 
of Hospital Care, Chicago, III. 

Basil MacLean, M. D., Director, Strong Memorial Hos- 
pital, and Professor, Hospital Administration, Uni- 
versity of Rochester, Rochester, N. Y. 

Jack Masur, M. D., Assistant Surgeon General and 
Chief, Bureau of Medical Services, U. S. Public 
Health Service, Washington, D. C. 

Rev. Donald A. McGowan, Director, Bureau of Health 
and Hospitals, National Catholic Welfare Confer- 
ence, Washington, D. C. 

Jacques B. Norman, Hospital Consultant, Greenville, 
SG: 

O. G. Pratt, Executive Director, Rhode Island Hospital, 
Providence, R. I. 

G. Otis Whitecotton, M. D., Medical Director, Almeda 
County Hospitals, and President, Association of 
California Hospitals, Oakland, Calif. 


JOINT PANEL ON RESEARCH AND EDU- 
CATION OF PHYSICIANS, DENTISTS, 
NURSES, AND PARAMEDICAL PER- 
SONNEL 


August 12, 1952 


John C. Brauer, D. D. S., Dean, School of Dentistry, 
University of North Carolina, Chapel Hill, N. C. 
Wilburt C. Davison, M. D., Dean, Duke University, 

School of Medicine, Durham, N. C. 

John Deitrick, M. D., Director, Survey of Medical 
Education, Inc., Chicago, Ill. 

Alan Gregg, M. D., Vice President, The’ Rockefeller 
Foundation, New York, N. Y. 

T. Duckett Jones, M. D., Medical Director, The Helen 
Hay Whitney Foundation, New York; Visiting Physi- 
cian, House of the Good Samaritan, Boston, Mass. 

John W. Knutson, D. D.5S., Assistant Surgeon General, 
Chief Dental Officer, U. S. Public Health Service, 
Washington, D. C. 
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Alexander Levitt, M. D., Chairman, Bureau of Re- 
search, American Osteopathic Association, Brooklyn,,. 
Ney 3 

Mrs. Lillian Patterson, School of Nursing, University 
of Washington, Seattle, Wash. 

Brooks Ryder, M. D., Administrator, Bingham Asso- 
ciates Fund, Boston, Mass. 

W. T. Sanger, M. D., President, Medical College of 
Virginia, Richmond, Va. 


JOINT PANEL ON CARE OF VETERANS, 
MILITARY MEDICINE, OTHER PUB- 
LIC MEDICAL PROGRAMS, AND HOS- 
PITALS 


August 13, 1952 


Major General Harry C. Armstrong, M. D., Surgeon: 
General of the Air Force, Washington, D. C. 


Major General George E. Armstrong, M. D., Surgeon: 
General of the Army, Washington, D. C. 


Rear Admiral Joel T. Boone, USN (Retired), M. D..,. 
Chief Medical Director, Department of Medicine and 
Surgery, Veterans Administration, Washington, D. C. 


James Brindle, Past Chairman, Medical Care Commit- 
tee, American Public Welfare Association; Assistant. 
Director, Social Security Department, UAW-CIO, 
Detroit, Mich. 

Rear Admiral C. J. Brown, Deputy Surgeon General 
of the Navy, Washington, D. C. 

Melvin A. Casberg, M. D., Chairman, Armed Forces 
Medical Policy Council, Department of Defense, 
Washington, D. C. 

H. D. Chope, M. D., Director of Health and Welfare, 
San Mateo County, Redwood City, Calif. 

Arden Freer, M. D., Deputy Medical Director, Veterans 
Administration, Washington, D. C. 

Jack Masur, M. D., Assistant Surgeon General and 
Chief, Bureau of Medical Services, Public Health 
Service, Federal Security Agency, Washington, D. C. 

A. J. J. Rourke, M. D., President, American Hospital 
Association; Executive Director, Hospital Council of 
Greater New York, N. Y. 

James C. Sargent, M. D., Chairman, Council on Na- 
tional Emergency Medical Services, American 
Medical Association, Member, National Health Re- 
sources Advisory Committee; Milwaukee, Wis. 

Hugh Wood, M. D., Dean, School of Medicine, Emory 
University, Atlanta, Ga. 


PANEL ON FINANCING A HEALTH 
PROGRAM 


October 7—8, 1952 


George Baehr, M. D., President and Medical Director, 
Health Insurance Plan of Greater New York, New 
York, N. Y. 


Harry Becker, Associate Director, Commission on 
Financing of Hospital Care, Chicago, Ill. 


C. Willard Camalier, D. D. S., Past President, Ameri- 
can Dental Association, Washington, D. C. 


George Cooley, Associate Secretary, Council on 
Medical Service, American Medical Association, Chi- 
cago, Ill. 

Edwin L. Crosby, M. D., Director, Joint Commission 
on Accreditation of Hospitals, Chicago, III. 

Nelson Cruikshank, Labor Adviser, Mutual Security 
Agency, Washington, D. C. 

Ward Darley, M. D., Vice President, University of 
Colorado, Director of University of Colorado Med- 


ical Center, Denver, Colo. 


Michael Davis, Ph. D., Chairman, Executive Committee, 
Committee for the Nation’s Health, Washnigton, 
D.C. 


Frank G. Dickinson, Ph. D., Director, Bureau of Medi- 
cal Economic Research, American Medical Associa- 
tion, Chicago, IIl. 


I. S. Falk, Ph. D., Director, Division of Research and 


Statistics, Office of the Commissioner, Social Security 


Administration, Federal Security Agency, Washing- 
ton, D.C. 

Vlado Getting, M. D., Dr. P. H., Commissioner, Mas- 
sachusetts Department of Public Health, Boston, 
Mass. 

Harold M. Groves, Professor of Economics, University 
of Wisconsin, Madison, Wis. 

Miss Helen Hall, Director, Henry Street Settlement, 
New York, N. Y., Chairman, Subcommittee on 
Health Needs, National Federation of Settlements, 
New York, N. Y. 

Seymour E. Harris, Professor of Economics, Harvard 
University, Cambridge, Mass. 

Charles C. Hayden, M. D., Executive Director, Massa- 
chusetts Medical Service, Boston, Mass. 

Leon H. Keyserling, Chairman, Council of Economic 
Advisers, Washington, D. C. 

William S. McNary, Executive Vice President and Gen- 
eral Manager, Michigan Hospital Service, Detroit, 
Mich. 

John H. Miller, Vice President and Actuary, Monarch 
Life Insurance Company, Springfield, Mass. 

Walter F. Perkins, Vice President, Koppers Company, 
Inc., Baltimore, Md. 

Emerson P. Schmidt, Director of Economic Aesearch, 
Chamber of Commerce of the United States, Wash- 
ington, D. C. 

E. A. van Steenwyk, Executive Director, The Associated 
Hospital Service of Philadelphia, Philadelphia, Pa. 

Harold Vance, Chairman of the Board and President, 
The Studebaker Corporation. South Bend. Ind. 


The following individuals appeared before meetings of the Commission 


Donald G. Anderson, M. D., Secretary, Joint Com- 
mittee on Medicine in Time of National Emergency, 
American Medical Association, Chicago, Ill. 


Will H. Aufranc, M. D., Director, Health Resources 
Staff, Office of Defense Mobilization Executive Of- 
fice of the President, Washington, D. C. 

Paul Barton, M. D., Executive Secretary, Health Re- 
sources Advisory Committee, Office of Defense 
Mobilization, Executive Offices of the President, 
Washington, D. C. 

Mary Brackett, Hartford Hospital for Nursing, Hart- 
ford, Conn. 

Thomas D. Dublin, M. D., Executive Director, National 
Health Council, New York, N. Y. 


Emory Ferebee, Labor and Welfare Division, Bureau 
of the Budget, Executive Office of the President, 
Washington, D. C. 

Evelyn Flook, Public Health Advisor Bureau of State 
Services, Public Health Service, Federal Security 
Agency, Washington, D. C. 

Francis J. Garvey, Secretary, Council on Legislation, 
American Dental Association, Chicago, Ill. 

Vlado A. Getting, M. D., State Health Commissioner, 
Massachusetts Department of Public Health, Boston, 
Mass. 

J. William Holloway, Legal Department, American 
Medical Association, Chicago, Ill. 

Ernest B. Howard, M. D., Assistant Secretary, Ameri- 
can Medical Association, Chicago, IIl. 
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Hugh R. Leavell, M. D., Chairman, Executive Board, 
American Public Health Association, Boston, Mass. 

Vernon Lippard, M. D., Office of the Dean, University 
of Virginia, School of Medicine, Charlottesville, Va. 

Veronica Lyons, Hartford Hospital for Nursing, Hart- 
ford, Conn. 

Fred A. McNamara, Chief, Hospital Branch, Division 
of Estimates, Bureau of the Budget, Executive Office 
of the President, Washington, D. C. 

John D. Millett, M. D., former Executive Director, 
Commission on Financing Higher Education, New 
York, N. Y. 

Joseph W. Mountin, M. D. (deceased), former Assist- 
ant Surgeon General, Chief, Bureau of State Serv- 
ices, Public Health Service, Federal Security Agency, 
Washington, D. C. 

Melchoir Palyi, Ph. D., Consulting Economist, Chi- 
cago, Ill. 


George St. J. Perrott, Chief, Division of Public Health 
Methods, Public Health Service, Federal Security 
Agency, Washington, D. C. 

O. L. Peterson, M. D., Rockefeller Foundation, New 
York, N. Y. 

J. Ben Robinson, D. D. S., Baltimore College of Den- 
tal Surgery, Dental School, University of Maryland, 
Baltimore, Md. 


Howard A. Rusk, M. D., Chairman, Health Resources 
Advisory Committee, Office of Defense Mobilization, 
Executive Office of the President, Washington, D. C. 


Leonard A. Scheele, M. D., Surgeon General, Public 
Health Service, Federal Security Agency, Wash- 
ington, D. C. 

James Stevens Simmons, Brigadier General, USA 
(Ret.), Dean, Harvard School of Public Health, 
Harvard University, Cambridge, Mass. 


The following official agencies and private organizations provided technical information 
and assistance 


OFFICIAL AGENCIES 


Department of Agriculture: 
Bureau of Agricultural Economics 
Department of Commerce: 
Bureau of the Census 
National Income Division 
Department of Defense: 
Armed Forces Medical Policy Council 
Department of the Interior: 
Bureau of Indian Affairs 
Department of Justice: 
Immigration and Naturalization Service 
Department of Labor: 
Bureau of Labor Standards 
Bureau of Labor Statistics 
Women’s Bureau 
Federal Security Agency: 
Public Health Service: 
Division of Dental Resources 
Division of Public Health Methods 
Engineering Resources Division 
Federal Security Agency Library 
National Cancer Institute 
National Institute of Mental Health 
National Institutes of Health Library 
National Office of Vital Statistics 
Social Security Administration: 
Bureau of Public Assistance 
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Children’s Bureau 
Division of Research and Statistics 
Office of Education 
Office of Vocational Rehabilitation 
Interstate Commerce Commission 
New York State Department of Health 
Office of Defense Mobilization: 
Health Resources Advisory Committee 
United Nations: 
Statistical Office 
Veterans Administration 


PRIVATE ORGANIZATIONS AND 
INDIVIDUALS 


American Association of Medical Record Librarians 
American Association of Medical Social Workers 
American Association of Nurse Anesthetists 

American Association of Psychiatric Social Workers 
American Association of Social Workers 

American Board of Anesthesiology 

American Board of Dermatology and Syphilology 
American Board of Internal Medicine 

American Board of Neurological Surgery 

American Board of Obstetrics and Gynecology 
American Board of Ophthalmology 

American Board of Orthopaedic Surgery 

American Board of Otolaryngology 


American Board of Pathology 

American Board of Pediatrics 

American Board of Physical Medicine and Rehabili- 
tation 

American Board of Plastic Surgery 

American Board of Preventive Medicine and Public 
Health 

American Board of Psychiatry and Neurology 

American Board of Radiology 

American Board of Surgery 


American Board of Thoracic Surgery 

American Board of Urology 

American Dental Association 

American Dental Hygienists’ Association 

American Medical Association 

National Sanitation Foundation 

Optical Wholesalers National Association 

Registry of Medical Technologists of the American 
Society of Clinical Pathologists é 

Society of Public Health Educators 
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